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INTERSTITIAL KERATITIS; ITS DIAGNOSIS AND TREATMENT. 





E. W. STEVENS, M.D.,* PHiLapeupaia, Pa. 





The discussion of interstitial keratitis 
opens up a wide field interesting alike to 
the ophthalmic surgeon and the general 
practitioner, for apart from a considera- 
tion of the olinical features presented by 
it, a diagnostic significance has been 
attributed to the disease, namely, that 
its occurrence infallibly stamps the 
syphilitic inheritance of the patient. 

A typical case of interstitial keratitis 
begins commonly with slight ciliary con- 
gestion and watering of oneeye. In afew 
days a faint cloudiness is seen, beginning 
at the margin, sometimes at the centre of 
the cornea and extending over it. This 
haziness\is situated in the true substance 
of the cornea, the epithelium is intact. 
In some instances the haze is seen to be 
made up of small circumscribed dots, 
occasionally cases are seen presenting one 
or two small dots as the only lesion. 
Gradually the opacity becomes more 
dense, and at an early date vision is 
usually greatly reduced. In from two to 
four weeks the cornea has generally passed 
into a condition of white haziness, looking 
like ground glass. Photophobia and pain 
are often moderate. Sometimes, however, 
they are severe. When the inflamma- 
tion is at its height there is usually a zone 
of periconeal hyperemia, and even when 
the zone appears to be absent it may be 
readily produced by touching the eye or 
exposing it to light. Blood vessels often 
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make their appearance in the deep and 
superficial parts of the cornea. They 
may require focal illumination for their 
detection, or the whole substance of the 
cornea may be red on account of the vast 
network of new vessels. Redness of the 
cornea is however uncommon. When 
situated in the deep parts of the cornea 
the scarlet hue of the vessels is toned 
down bythe hazy superficial layers through 
which they are seen, giving adull reddish 
pink color (salmon patch of Hutchinson). 
An abundance of vessels in the cornea 
means a protracted case. There is little 
or no tendency to ulceration of the cornea, 
or to the formation of pus. Sometimes 
the disease is attended with iritis and 
inflammation of the deeper structures of 
the eye, evidence of which can seldom be 
noted through the hazy cornea. Rarely 
can the pupil be illuminated even in 
mild cases. 

Both eyes are usually affected in inter- 
stitial keratitis. In Hutchinson’s series of 
102 cases, 91 were symmetrical. Usually 
an interval of a few weeks separates the 
onset in the two eyes. Rarely the in- 
terval is a year or more. The disease 
usually occurs between the ages of 8 and 
15 years. Cases occurring as early as 18 
months and as late as the 60th year have 
been reported. None of Mr. Hutchinson’s 
cases were over twenty-six years. arly 
cases are usually mild. The disease may 
ran its course for months or years and 
may terminate in recovery or a most 
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damaging opacity of the cornea. Rarely 


does the patient recover perfect vision, 
owing to the irregular astigmatism pro- 
duced. Iritis occurring makes the prog- 
nosis more unfavorable. A favorable 
result is much influenced by the character 
of the case, which may be very mild 
throughout its whole course. Treatment 
does not greatly influence the outcome. 
When only one eye is affected treatment 
will not prevent the onset of the disease in 
the other eye. ’ 

Of great interest is the question of the 
relation of the disease to hereditary sy- 
philis, and on this subject there is a wide 
difference of opinions. Mr. Hutchinson 
and Panas may be quoted as the most dis- 
tinguished supporters of the two extreme 
views held upon this subject. In 1863, 
in a memoir on ‘‘Syphilitic Diseases of 
the Eye and Ear” (page 204), Mr. Hutch- 
inson first enunciated the statement that 
interstitial keratitis is always a symptom 
of hereditary syphilis. That his views 
upon this question have undergone no 
changes is shown by his recent contribu- 
tions, ‘* Interstitial keratitis in its typical 
form is always a consequence of syphilis, 
and it is itself sufficient for the diagnosis,” 
(Syphilis, London, 1887, page 75). Mr. 
Hutchinson also contends that interstitial 
keratisis is not a symptom of a cacheria 
produced by syphilis, but is caused by the 
virus acting directly on the tissue of the 
cornea. ‘The transmission of the disease 
in inheritance as well as in acquisition is 
always effected by the conveyance from 
person to person not of a tendency to 
disease but of a particular virus ” (Syphilis, 
London, 1887, p. 71). ‘‘It is not the 
the state of health which syphilis may 
produce in the parent which he trans- 
mits to his offspring, but the poison 
itself” (Ibid, page 385). 

Facilis princeps of English speaking 
syphilographers Mr. Hutchinson’s opinions 
have always carried great weight, and so it 
has come to pass that the majority of 
English writers have concurred in his view, 
Nettleship, (Diseases of the eye, p. 142); 
Brudenell Carter, DeWecker, (Ocular 
Therapeutics, p. 124); Noyes, (Text Book 
Diseases of the Eye, 1890, p. 329); Fuchs, 
(Textbook, Ophthalmology); Macnamara, 
and many others have ranged themselves 
on this side. Among the most ardent 
supporters of Hutchinson’s theory must be 
mentioned Dr. J. William White, of this 
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city. Dr. White, in his comprehensive 
article on ‘‘Hereditary Syphilis”in Pepper’s 
System of Medicine, p. 202, after care- 
fully examining the clinical evidence upon 
this question maintains, ‘‘ Interstitial 
Keratitis is a symptom of inherited syp- 
hilis, and the unmistakable presence of 
the former disease is sufficient proof of the 
éxistence of the latter.” 

On the other hand, it would appear that 
@ majority of the authorities who have 
written upon this subject, while recogniz- 
ing the important part which inherited 
syphilis plays in the production of inter- 
stitial keratitis, as first pointed out by 
Hutchinson, do not agree with him that 
in its typical form it is almost a conse- 
quence of syphilis, and is sufficient for the 
diagnosis; and wito hold that while the 
disease is a symptom of a cachexia fre- 
quently produced by syphilis, it is often 
caused by other systemic diseases affecting 
nutrition, such as scrofula and rheuma- 
tism, each of which by its debilitating 
influence may give rise to a diathesis which 
favors the development of the disease. 
Panas, one of the most distinguished 
advocates of this view, says (Archives de 
POpthal, Vol. I., page 578) ‘‘ hereditary 
syphilis is only one of the numerous causes 
of the exhaustion of constitution which 
leads to rickets and later on to interstitial 
keratitis,” ‘‘Interstitial keratitis is a 
manifestation, ‘de la misere organique,’ 
whatever its cause may be. Inherited 
syphilis may be one of its causes but it is 
neither the only one or even the most 
common ” (page 580). This view has the 
weighty sanction of Schweiger (Hand- 
book Ophthalmology, page 298), ‘* Inter- 
stitial keratitis undoubtedly occurs in 
individuals absolutely free from syphilis. 
Mr. Hutchinson’s view that this disease is 
to be regarded as a distinct consequence 
of congenital syphilis has not been 
generally adopted in Germany.” Many 
other opthalmic surgeons have expressed 
themselves more or less strongly to the 
same effect, Saemisch, (Graefe & 
Saemisch’s Handbook, Vol. IV., p. 264); 
Solberg Wells, (Diseases of the Eye, p. 
138); Graefe, Manthuer, (Zeissl’s Jahr- 
buck der Syphilis, 1875, p. 288); Oliver & 
Norris, (Text-book Ophthal, 1893, p. 
333). Edward Jackson, ‘‘ The most fre- 
quent cause is inherited syphilis, but it 
may depend upon other causes of malnu- 
trition” (Essential Diseases Eye, p. 95). 
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Dr. Hayes Agnew says, ‘‘The disease 
(interstitial keratitis) is seldom seen inde- 
pendent of inherited constitutional vice. 
Either strumous or syphililic (Agnew’s 
Surgery, Vol. III., p. 208). 

The following table of statistics upon 
this question, compiled by Dr. Emil 
Gross, and quoted by Dr. Ogilvie in the 
London Lancet for 1893 (page 1438), is 
interesting as giving the percentage of 
cases showing hereditary syphilis: 





Number of | Percentage of 
a Cases. Inherited Syphilis 

Alexander.......... 102 "35.3 
AUCKE. 25. cccces cose 100 61.0 
ATE vcocvscccees soos 12 8.3 
COM. .ccccccccescces mies 6.5 
Davidson....... eee 20.0 
Despagnet.......... 119 14.2 
Hetin...ccccccccccee 18 55.2 
Giraud-Tenlon...... 30 46.6 
co See 5.0 
Haletnhoff.......... 66 42.7 
Horner... cccsccccees 51 70.5 

Iakonelena......... 63 57.2 * 
Leplat....cccco-ssece 28 64.2 
Miche)... ....+0 seccee aero 55-0 
Nettleship.......... ai 68.0 
32 96.7 
130 64.6 
oon 63.0 
34 32.3 
8 50.0 
40 92 5 
WECKET..cocccsreccce os 66.0 


The existence of interstitial keratitis in 
acquired syphilis is proved beyond doubt, 
cases having been recorded by many of 
the best and most competent observers as 
Alexander, Horner, Hirschberg, Halten- 
hoff, Michael, Hutchinson and others. 

It would appear from an impartial con- 
sideration of the clinical evidence, that in 
the causation of interstitial keratitis, 
syphilis plays the most important part, 
but not the only part. Perhaps 60 per 
cent, are specific. The corneal affection 
is an important symptom of syphilis, but 
only to the same extent as areall the other 
symptoms of this polymorphous disease of 
which not one is pathognomonic, and tbe 
diagnosis of which ‘‘is to be attained 
rather by a careful appreciation of all 
the facts than by placing confidence in 
any one symptom,” (Hutchinson, Sy- 
philis, 1887.) 

The treatment of interstitial keratitis is 
quickly summed up. Good hygiene, 
proper food and protection of the sensi- 
tive cornea by wearing smoked glasses. 
Instil morning and night into the con- 
junctival sac a few drops of a solution of 
atropine sulph, gr. ii to the ounce, with 
frequent bathing of the eye for a few 
minutes at a time with hot water. Small 
tonic doses of mercury may be given, but 
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even in well marked syphilitic cases it is 
often doubtful if it does any good. On 
the other hand many cases are known in 
which mercurial treatment seemed to have 
an injurious effect on the corneal disease. 
This was first observed by Hutchinson 
himself. Cod liver oil or syrup of the iodide 
of iron should be given if indicated. All 
local applications as silver tannin, etc. 
always do harm. Brudenell Carter says 
some of the worst cases he has encountered 
had been aggravated by irritating local 
applications. When the acute stage is 
ended, the yellow — of mercury oint- 
ment may be employed with benefit to 
stimulate the absorbents in carrying off 
the remains of the opacity. 


In the Berliner klinische Wochenschrift 
(cried in the Centralblatt fur Klinische 
Medicin) Dr. P. Furbinger treats of the 
peanut as an article of food rich in albu- 
min, of which it contains forty-seven per 
cent., together with nineteen per cent. of 
fat and non-nitrogenous extractive matters. 
He recommends the use of roasted peanuts 
in the form of soup or mush. On account 
of their cheapness, peanuts are recom- 
mended as a popular article of food, especi- 
ally in poorhouses and the like; moreover, 
they are recommended as an artrcle of 
food for the corpulent, for diabetes, and 
for the subjects of kidney disease, in the 
last mentioned of which foods rich in an- 
imal albumin are to be avoided. 


For Chilblains. 


Dr. James R. Wood (Amer. Med. Surg. 
Bulletin) employs the following: 


B Zinci OXIdi.. 1.0. ..cccssecccccsscccccece 3j 
Camphoree pulv......ccccsccsscccccscecs 
Myrrh pulv..ce....cccccccccccesecccccs 
ORT DUNG 6 ccc ecvcccecesesccsocececes aa gr. xxx 
me ACIDIS...ccccccce vecccccccscccccescccces 


AN ice poultice, made by thoroughly 
mixing together finely cracked ice, saw- 
dust and salt, will be found to be an ex- 
cellent application in supraorbital neu- 
ralgia, or in any similar painful affection, 
if the nerve be superficial. It may also 
be utilized to deaden the sensibility of the 
skin previous to opening abscesses, felons, 
buboes, removing small tumors, etc. It 
should be remembered that freezing may 
result from its continued application.--Zz. 
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THE TREATMENT OF TYPHOID FEVER.* 





M. A. CLARK, A.M., M.D.,; Barnesvitue, Ga. 





The first duty of the physician in the 
treatment of any disease is to pay strict 
attention to prophylaxis and hygiene. 
This is,especially applicable to the success- 
ful management of typhoid fever. 

With proper attention to these, the 
majority of cases of typhoid fever will 
recover without any medicinal treatment. 
Hence, we should ,be very wary in making 
any decided claims for medicine. We do 
know, however, that there are remedies, 
which will not only mitigate the symp- 
toms but also shorten the disease itself. 
Such being true, it is the duty of every 
physician to seek diligently for these 
remedies and to judiciously and faithfully 
apply them. 

n this paper, I propose to set before 
you what seem to me to be the best of 
these remedies. 

Before referring to the subject proper, 
allow me to say that I fully believe that 
this disease is due to some powerful germ, 
no doubt the bacillus of Eberth, which 
produces not only very marked lesions in 
the parts invaded, but also very decided 
nervous phenomena and great waste of 
the whole system. If we, then, can find 
some remedy that will check this dread 
germ in its ravages and destroy the poison 
it produces, we have found that remedy 
which will prove a most powerful adju- 
vant in the management of this disease. 
Our hope lies in the antiseptic treatment. 
In fact, it seems to me that this plan of 
treatment is par excellence the one from 
which we may hope to derive any decided 
results. 

Henry claims best results from thymol ; 
Rossbach and Wolff, from naphthalin; 
Pepper, from nitrate of silver; Thistle, 
from salol;and calomel is urged by others. 
All of these are no doubt good and well 
worthy of trial. Having had such good 
results from the use of another most 
powerful antiseptic, I beg to offer it as 
the one for the treatment of this disease, 
even though it falls short of the defini- 
tion of an intestinal antiseptic as given by 
Bouchard—‘“‘ It should be more or less 
insoluble and exert no toxic action on the 





*Read before Georgia State Medical Association, 
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organism.” This remedy exerts no toxic 
action upon the system, but it is soluble 
being itself a solution. 

I refer to hydrogen peroxide, which all 
will admit is a most potent antiseptic when 
locally applied. Seeing such excellent re- 
sults from its local use, I ventured to 
test it as an internal antiseptic, believing 
that it would prove most effective. Having 
been rewarded with most wonderful re- 
sults in the few ‘cases in which I have 
used it, and feeling’so sure of its continued 
effectiveness, I offer it to you for your 
consideration on this occasion. 

If given at onset of the disease, it will 
not only mitigate the severe symptoms but 
will also check the disease itself. The 
tongue will rapidly clear off, tympanites 
will subside or not appear at all; the 
diarrhea will diminish; no marked ner- 
vous phenomena will ensue, and the dis- 
ease will spend its force with but compara- 
tively little wear upon the system. 

I give from 20 to 40 minims of some re- 
liable 15 volume solution, preferably 
Marchand’s, well diluted, every 2 or 3 
hours till slight nausea is produced, and 
then every 4 or 6 hours till convalescence 
is fully established. 

With its use from the beginning, I find 
no necessity for antipyretics, the temper- 
ature never rising sufficiently high to 
authorize their use. If, however, it be- 
comes necessary to resort to some means 
of reducing the temperature, I prefer 
— in 5 gr. doses every 4 to 6 

ours. The Brand method may work well 

in the hospital practice, but it can not be 
used effectually in ordinary private prac- 
tice. If the phenacetine is followed by, 
or given with a mild stimulant and used 
only to reduce high temperature, there 
will be no unpleasant effects at all. I can 
not say se much for the other coal tars or 
even quinine. 

I begin at the onset to attend carefully 
to the diet of my patients, striving to pre- 
vent all the waste possible by giving proper 
nourishment. Milk is by far the best 
diet. Given in small quantities and at 
frequent intervals it is usually well borne. 
If not well tolerated it may be peptonized 
and then given without ‘ill effects. Hor- 
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lick’s malted milk, beef tea and some re- 
liable beef extract are usually easily assim- 
ilated and are valuable aids to the milk. 
Solid food is rigidly withheld. 

Water should be given not only in con- 
nection with the medicines but also at 
frequent intervals whether called for by 
the patient or not. Itis cooling and re- 
freshing to the patient, aids in the elimin- 
ation of poisons from the system by its 
diuretic effects upon the kidneys, and 
keeps up the normal amount of body 
fluids. It should be deemed one of the 
important factors in the treatment of this 
disease. 

The mineral acids, inasmuch as they 
are aids to digestion, should be given in 
small doses, well diluted, three or four 
times daily. I prefer dilute nitrohydro- 
chloric in 10 minim doses three times a 


ay. 

‘\eohol should no longer be considered 
routine treatment, but should be used only 
when the symptoms absolutely indicate. 
Properly treated, few cases will require 
the frequent use of any alcoholic. When 
used it should be given most cautiously, 
as too much will cause unfavorable symp- 
toms and is worse than not using at all. 

Turpentine stupes or turpentine locally 
applied, may be used with benefit, when- 
ever there is tympanites. I find it un- 
necessary when using peroxide of hydrogen. 

If the diarrhoea is excessive, as many as 
six or eight stools in twenty-four hours, it 
should be controlled by nitrate of silver, 
bismuth, or some other astringent. I 
prefer bismuth subnitrate in 15 to 20 gr. 
doses, or salicylate in 5 to 10 gr. doses 
every twotofour hours. I found notrouble 
with the diarrhmwa, but, if it should be- 
come troublesome, I would employ in con- 
nection with the bismuth occasional ene- 
meta of weak solutions of hydrogen per- 
oxide, having found them very effective 
in the summer diarrhoas of children. 

If the peroxide of hydrogen is given 
from the outset of the disease, the so-called 
typhoid phenomena, low muttering delir- 
ium, subsultus tendinum, picking at the 
bedclothes and so on, will not occur. If, 
however, I should be so unfortunate as 
to have to deal with them, I would rely 
solely upon the sedative dose of calomel, 
thirty grains. 
phenomena when nothing else will, and, 
too, without any unpleasant effects upon 
the patient. 
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It will quiet such nervous 
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Other complications must be treated 
according to the usual methods. I be- 
lieve, however, they will rarely occur, if 
this treatment is used from the beginning. 

During convalescence, it is very essen- 
tial that the patient be rigidly dieted. 
The liquid diet with a little broth, milk 
toast, soft boiled eggs, should be given 
till the third week of convalescence, and 
even then solid food should be used most 
cautiously. 

I herewith submit two cases illustrative 
of the results of this treatment. 

Jamie R., aged 10, family history good, 
previous health good. Had been sick 
with typhoid fever ten or twelve weeks 
and was in the beginning of the second 
relapse, so-called, when I was called in. 
Having been poorly nourished he was 
very anzmic and much emaciated. Saw 
him first in the afternoon. Temperature 
106° F., pulse 140, weak and irregular, 
marked tympanites, pain and tenderness 
in right iliac region, very restless, slight 
delirium at intervals. Gave 3 grains of 
phenacetine with four teaspoonsful of 
brandy every four hours to reduce high 
temperature. Gave peroxide of hydrogen 
one ounce during the 24 hours. Milk at 
frequent intervals. In 36 hours tempera- 
ture was under control, tympanites rapidly 
disappearing, delirium absent, patient 
comfortable and begging for bread. Con- 
tinued the peroxide and nourishment. In 
one week temperature was normal and 
convalescence was well begun. Recovery 
was rapid and complete. 

Annie L., aged 9, family history good, 


. previous health good. Had just returned 


from a visit to place where there was an 
epidemic of typhoid fever. Had been 
sick a little more than a week, when I 
first saw her. Symptoms showed a case 
of typhoid fever of no mild type. 

Began at once with 20 minims of hy- 
drogen peroxide every three hours. Gave 
5 minims of dilute nitro-hydrochloric acid 
three times daily. Milk in small quanti- 
ties and frequently repeated. Used 
phenacetine and salol, 14 grains each, to 
control restlessness and produce sleep dur- 
ing first two days. Afterwards continued 
the peroxide and nourishment. In less 
than three weeks temperature was normal 
and convalescence was fully established. 
Recovery was rapid and complete, there 
having been comparatively little exhaus- 
tion of strength and vitality. 
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ARTIFICIAL FEEDING AND THE CARE OF INFANTS.* 





JOHN W. S. McCULLOUGH, M. D., Atuiston, Ont. 





The subject of the artificial feeding of 
infants is a most important one, and is 
becoming more so every day we live, be- 
cause the number of children requiring it 
is rapidly increasing. 

While it is an unfortunate thing for the 
child at the best of times to be deprived 
of Nature’s form of food, it is no less a 
fact that circumstances often necessitate 
partial or complete feeding by hand, 

Onur profession. has not, I think, given 
this subject the practical attention it 
merits. Too much latitude has been 
allowed the commercial greed of the 
makers of the various patent foods with 
which the market is stocked. The matter 
of infants’ food and all the little details 
pertaining thereto, are usually left to the 
discretion of the nurse, who may be the 

‘most incompetent party in the world to 


judge in such matters, or else to the mother. 


who, often young and inexperienced, feeds 
her child on pure cow’s milk, or the same 
diluted with simple water or lime water. 
Not satisfied with this, for her baby usually 
does not thrive well upon it, she may 
add a daily allowance of boiled bread 
and milk or boiled biscuit. As a result 
the child has vomits or has diarrhea. All 
‘the mothers of families in the neighbor- 
hood, with the most tender solicitude for 
the baby, assure the young mother that 
‘‘Vomiting in a baby is a healthy sign.” 
The mother soon is frightened into con- 
sulting her doctor. He, often without a 
great deal of thought to the matter, 
though he may tell her that such vomiting 
means too much, or an improper quality 
of food, may prescribe Nestles’ Food, 
which is as good any of its class. It by 
no means nor often does well. It may 
suffice for a small child, but is never suf- 
ficient for a large one. If this evidence 
of simple indigestion were the worst result 
’twere well, but the large infant mortality 
is directly traceable to improper feeding 
and, worse than all, so frequently is the 
miserable dyspeptic after-life. 


These few reasons should amply suffice’ 


to lead us to inquire with the greatest care 
as to what should be the food of the in- 
fant, who must of necessity be fed on 


* Read before the Ontario Medical Association, June 
6, 1894. 





some substitute for the mother’s milk. 
We should in such a case be at once able 
to recommend the best and to give proper 
instructions regarding its preparation, 
proper quantity, times of feeding, etc. 

The best food is that one which first of 
all is satisfactory as regards quality. Then 
to meet with favor it must be simple of 
preparation, easily and cheaply procurable. 
A complicated plan may do for some peo- 
ple but with the majority it will suffer 
from neglect. 

The patent foods, as I have already in- 
timated, are not likely to be satisfactory 
as regards quality. They do not suit the 
varying ages of the child. They are ex- 
pensive and not always to be depended 
upon. 

The best food, and that which will con- 
tinue to be most used, is one having for 
its basis cow’s milk. Asses’ and goat’s 
milk approach the mother’s more nearly 
in chemical composition, but they are not 
usually accessible. We must approximate. 
the cow’s milk by proper preparation to as. 
near that of the mother’s as possible. 

A comparison of the two shows that 


Mother’s milk 

Reaction Alkaline 
Solid 12-13 percent. 
Fats. 3-4 per cent. 
Albuminoids 1-2 per cent. 
jugar -7 per cent, 
Extractives 1-2 per cent. 


Cow’s milk 
Acid 


13.2 per cent. 
4. percent. 
4. percent. 
4-5 per cent. 
+7 per cent. 

So we see the chief differences between. 
the two are in that cow’s milk is acid in. 
reaction, contains a little more fat, con- 
siderably more albuminoids and consider- 
able less sugar. 

The most important practical difference. 
consists in the manner in which cow’s 
milk coagulates in the stomach. It. 
forms a tough curd unlike the flaky curd 
of mother’s milk. This is indigestible. 
and consequently ferments. It causes the 
painful flatulence, the vomiting and other 
well known troubles. Our success in 
treating cow’s milk and feeding a child 
thereon will depend almost entirely gn the. 
manner in which we deal with the casein 
to prevent this tough curd from being 
formed. 

Two methods are advised : 

(1) By mechanically preventing the- 
particles of casein from running together. 
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(2) By chemically preventing coagula- 
tion by the use of lime-water or other 
alkalies. This latter plan is entirely 
wrong because to accomplish its purpose 
would require a quantity equal to one- 
third of the meal. In the former method 
various kinds of .mucilaginous fluids are 
recommended, such as acacia, gelatine, 
isinglass or tragacanth. 

The plan I have followed for some two 
or three years is to use for this purpose 
barley-water made from the common grain 
of the farmer, or preferably the same 
crushed. Itserves to mechanically separate 
the particles of curd and has some nutri- 
tious properties as well. The mucilagin- 
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ous material comes largely from the inner 
surface of the hull. In Scotch or pearl 
barley this is lost. 

I give the mother written or printed in- 
structions as to this plan of feeding. I 
have her use boiled water for dilution, 
also cream as the child grows older, for 
I have found that especially where the 
supply of milk is not first-class, fat, instead 
of being in excess, is often deficient in quan- 
tity. The deficiericy of sugar is made up by 
adding sugar of milk. The acidity has not, 
in my experience, been an important factor. 

The plan of quantities and times of 
feeding according to the age of the child 
is as the following table indicates: 








cow’s 
MILE. 


BARLEY 


AGE OF CHILD. WATER. 


SUGAR OF 


MILE. INTERVALS * FEEDING. 





Ist week 4Drams.| 4 Drams. 
astMonth,rest of, 
2nd Month 
3rd Month 
4th Month 
5th Month 


6th Month...... 


wmoaoaananaana 


oth Month 
1oth Month 
uth Month 
12th Month 10 


- 
° 


° 


° 














3 
4 
5 
5 
6 
6 
7 
8 
8 
9 


. | 3 Drams. 


15 Grains.|Every 2 hours, night and day. 
Every 3 hours, from 4 a. m. till 10 p. m. 
Every 2% hours, from 4a. m. tillrop.m., 


Every 3 hours, from 4 a. m. till 10 p. m. 








1% 








This plan gives, as yon see, 6 hours rest 
to the mother and child. Often the child 
will sleep longer in the morning. 

Regularity in feeding is a very impor- 
tant matter and should be rigidly insisted 
upon. At all times ifyou will, but espec- 
ially when the external temperature 
reaches 60° F., it is best to sterilize the 
milk. Instruct the mother or nurse to 
do this by placing the bottles filled with 
milk in a large steamer over a pot of boil- 
ing water. From one-half to an hour’s 
steaming will suffice to completely sterilize 
the milk. The bottles should then be 
tightly corked and set aside in a cool place 
ready for use. The barley-water is made 


by adding a cupful of barley whole or. 


crushed to a quart of cold water. This is 
slowly boiled until reduced to about one 
pint when it is strained and set aside. 
Care is necessary in the selection of 
sugar of milk. The cheaper kinds con- 


tain a large amount of flour and chalk. 

The most convenient feeding bottle is 
an ordinary 6 or 8 oz. R.S. P. one, of 
which several should be in use at once. 
They are easily kept clean. 

Conical black rubber teats which fit 
nicely over the neck of the bottle are the 
best. Never allow a tube of any kind to be 
used. Both teats and bottles when not 
in use should after thorough cleansing in 
boiling water, be placed to soak in a solu- 
tion of soda bicarb. or a weak solution of 
permanganate of potash. 


Never allow the child to suck the empty 
bottle, such fills the stomach with air. 

A proper graduated glass measure which 
can be purchased cheaply in any drug- 
store, is both a necessity and a conven- 
ience. Measuring by means of a teaspoon 
is out of date and inaccurate. 


A wire bracket over lamp or gas jet is 
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convenient, whereby the food may be 
warmed at night. The temperature of 
the food when given to the childshould 
be about 95° F. 

The quantities I have marked down are, 
of course, subject to variations according 
as the child is large or small. 

The cream acts well in keeping the 
bowels regular. If not sufficient an oc- 
casional dose of fluid magnesia, P. D. 
& Co.’s cascara cordial, or minute doses 
of calomel repeated will do very well. 

’ The usual bathing and due attention to 
cleanliness ali help to a good result. Any 
excoriation of the- buttocks should be pre- 
vented by careful toilet and the use of 
borated talcum. Unless the weather is 
extremely severe, the child properly pro- 
tected, of course, should be out one or 
two hours a day, summerand winter. In 


summer when the weather is fine the child’ 


should be out most of the time. Good 
fresh air is essential for good sleep and 
good digestion. 

I think this plan of feeding, meeting as 
it does the essentials of good quality, 
simplicity and accessibility which I laid 
down as the requisites of an artificial food, 
deserves a trial. 

It is not by any means new. It is 
within the reach of everybody, is not com- 
plicated, and, in my hands at least, has 
given good results. 


ADDENDA. 


In the criticism which followed, the 
proprietary foods, consisting as they do 
chiefly of starch which a child under 7 
months old cannot digest, were strongly 
condemned. I cordially agree with this 
and advise that they never be used nor 
prescribed, 

The question was asked if pot-barley or 
Robinson’s barley flour would not do better 
than grain barley. I do not believe so since 
they do not contain that which is essential 
to a good barley water, viz: the mucila- 
ginous material which lies immediately in- 
side the hull of the grain. This is Gluten, 
which is not starchy but a nitrogenous 
material composed of fibrin, casein, gliadin 
and mucedin (Foster’s Dictionary). 

Objection was taken to the quantity of 
food during first week, viz: 4 drams of 
milk, 4 drams of barley-water. I think 
this may be excessive in some cases where the 
child is small. My quantities are however, 
not absolute but more to serve asa guide 
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that anything else. This is necessary. 
The physician ought to be a better judge 
as to quantities than any one else, and it 
would, to my mind, be foolish to give a 
child all it wants or more and allow it, as 
was suggested, to vomit the excess. 

One gentleman objected to sterilization 
at the temperature of steam (212° F.) and 
said that extensive experiments in New 
York showed that babies fed on sterilized 
milk did not thrive. This is new to me, 
for sterilization has long been lauded to 
the skies. My only answer to this ques- 
tion is, that sterilization alone will not 
suffice. Often milk will, I believe, agree 
well when sterilization is not pursued, the 
more especially when the milk is produced 
at home and not, as city milk frequently 
is, carted over miles and miles of dusty 
roads or railway. In winter I may say 
that I have not insisted on sterilization 
and I have had good results. It has been 
suggested to me that the food and care of 
the cows should be looked after. This is 
an important point. The stable should 
be clean and airy and the food not too 
strong. 

Just as the variation of food or im- 
proper food taken by the mother may in- 
duce digestive troubles in the baby, it can 
be no less true with regard to the source 
of the milk wherewith we prepare the ar- 
tificial nourishment. I may add that 
whether or not my plan is correct in 
theory, Iam amply satisfied that it is prac- 
tically so. The best evidence of this is 
that babies thrive well on it, have few di- 
geative troubles and are sure to attract at- 
tention by their hearty, lusty appearance. 


The Removal of Warts. 


Hydrarg. bichlor..........cccccccccscoee gr 
Acid. salicyl 
« Collodii 


B 


M. 

This is applied every day, the upper crust 
of the previous application being removed be- 
fore a fresh one is made. Usually after four 
applications the wart becomes so softened 
that gentle friction will remove it painlessly. 
If a further dressing is required, a five per 
cent. salicylic-lanolin ointment is all that is 
necessary. 


For Chronic Constipation. 


B 


M. 
Divid. in pil. xij 
Sig.—One every evening. 


—Gazetta Medica di Roma. 
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TREATMENT OF STRANGULATED HERNIA.* 





JOSEPH RANSOHOFF, M.D., F. RB. C.8.f 





A strangulated hernia if unrelieved, 
means death. It is almost equally true 
that if the strangulation is relieved early, 
recovery is the rule that ought to admit of 
few if any exceptions. The fatal eases of 
- to-day are those of septic peritonitis, of 
gangrene, of contusion, paresis, and in the 
aged, pneumonia. The salient feature in 
the treatment of strangulation is the 
diagnosis. Given the following complex 
of symptoms, an irreducible tumor, hard 


and free of impulse in the site of an her- © 


nial aperture, accompanied by abdominal 
pain, obstipation, nausea and continuous 
vomiting, the diagnosis is indisputable. 
It is in the absence of or ill-pronounced 
development of one or many of these phe- 
nomena that the cause for doubt must be 
sought. The physical evidences of the 
hernia are often defective. The tumor 
may be small, too small to make a per- 
ceptible tumor, and palpable only in the 
depth of its canal. In the presence of a 
loose or irreducible hernia on the opposite 
side, the real seat of the strangulation is 
easily overlooked, Where a large and a 
small tumor are present, the probabilities 
of strangulation are ceteris paribus, greater 
in the smaller one. Furthermore it may 
be said that, inversely to the size of the 
hernia, are the acuteness of development 
and the severity of the symptoms. 

The absence of communication between 
hernial sac and peritoneal cavity, as shown 
by the suppression of impulse and irredu- 
cibility, is an infalliable evidence of strang- 
ulation if the constriction is at the neck of 
the sac. In large hernias, strangulation 
by bands within the sac is common, in 
which cases there will be an impulse and 
the hernia may be partly reducible. 

Torsion is a loop within the sac, occlu- 
sion within a diverticulum, of the sac, 


acute inflammation as of the appendix 


may occur without the suppression of ab- 


* Abstract of a paver read in the Section on Surgery 
and Anatomy at the Forty-fifth Annual Meeting of the 
American Medical Association, held at San Francisco, 
June 5-8, 1894. 

+ Professor of Anatomy and Clinical Surgery, Medi- 
cal College of Ohio, Cincinnati. 





dominal impulse, and without increase of 
tension in the totality of the hernial pro- 
trusion. To an experienced surgeon, in- 
creased tension is a most important evi- 
dence of strangulation. Through gaseous 
distension of the intestine and serous tran- 
sudation within the sac, a hernia after two 
days’ strangulation may resemble a cystic 
tumor in its hardness and elasticity. The 
detection of a pedicle deep in an abdominal 
orifice, may avert an error. A subperito- 
neal lipoma or a cyst may conceal the 
hernia and complicate the diagnosis. In- 
flamed and retained testicles, and deep- 
seated lymphatic glands have been mis- 
taken for strangulated hernia. The error 
is trivial. To err in the other direction 
has often proved fatal. 

The symptom which in my judgment is 
most calculated to deceive is that of pain. 
Until adhesions form about the neck of 
the sac or within it, or unless manual ef- 
forts at reduction have been made, a 
strangulated hernia produces little or no 
pain at theside of thetumor. If present, 
it is overshadowed by the colicky pains of 
obstruction and the dragging pain of a 
fixed omentum or intestinal loop. It is 
felt chiefly in the umbilical region. Until 
the extra-peritoneal soft parts are involved 
in the inflammatory processes, a strangu- 
lated hernia is not very tender, except 
over the line of constriction. 

Nearly every strangulated hernia is ob- 
structed. Therefore, vomiting and obsti- 
pation are capital symptoms. They are 
not pathognomonic. In acute cases, 
vomiting is an initial symptom. It is 
copious, recurs at short intervals, and may 
in foudroyante cases, within twenty-four 
hours change to regurgitation of feculoid 
or fecal matter, with persistent hiccough. 
Such vomiting can not be mistaken. But 
even in acute cases the vomiting may be 
limited to one or two seizures in the 
twenty-four hours. Such vomiting, asso- 
ciated with diminished renal secretion and 
albuminuria, may readily be mistaken for 
that of uremia. 

Obstipation is the rule in strangulated 
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hernia. Lavage may remove the contents 
of the lower bowel. After that the intes- 
tine is impervious. The cases are very 
rare in which strangulation involves the 
omentum alone. 

In the beginning the intestingl_ current 
may not be interfered with. With con- 
tinued fixation of the gut, it soon becomes 
impermeable. This applies to strangula- 
tion of the appendix caught in a hernia, 
of which a number of cases have been re- 
cently reported, and to that form of hernia 
in which only a part of the circumference 
of the gut is involved. 

There are yet other cases of hernial ob- 
straction in which the diagnosis can not 
be made in one or two days. They occur 
in the large irreducible scrotal hernias of 
the aged. There are present retardation 
only of the onflow of the intestinal con- 
tents, slight colicky pain, little or no 
vomiting, recurrent constipation. Gradu- 
ally the bowel is distended to a point be- 
yond which the rings can not be made to 
yield. Then ensues strangulation as in 
the acute cases. One or two weeks may 
pass before the latter makes itself mani- 
fest. 

Cases will occur in which doubt can not 


be dissipated. The prudent and wise 
surgeon will deal with all these as cases of 
strangulation. 

In the treatment of strangulated hernia, 
only two methods can claim consideration: 
1, taxis; 2, operative interference. 


TAXIS. 


The indications for taxis are few; the 
contra-indications many. Taxis should be 
restricted to the subacute obstructions of 
old hernias. The smaller the hernia and 
the acuter the symptoms, the less is taxis 
indicated; never in these cases after the 
first twenty-four hours of strangulation. 

The bowel may be irrepairably damaged 
before this, but not often. Gangrene 
may be present without the usual evi- 
dences thereof, such as local edema and 
redness, great tympanites, rapid and feeble 
pulse, albuminuria. To consider the ab- 
sence of any or all of these symptoms as 
indication for taxis, means enlarging the 
mortality from strangulated hernia. 

Should the effort at taxis be successful 
which, perhaps fortunately, in the class of 
cases under consideration it rarely can be, 
it is so at the risk of returning to the ab- 
dominal cavity a loop of intestine doubt- 
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ful as to viability, or with adherent limbs, 
and 4 hernial fluid ready to infect the 
peritoneum. Every effort at taxis is a 
confusion of the strangulated intestine. 
The blood-tinged hernial fluid is an evi- 
dence thereof. In intra-abdominal strang- 
ulation it is never encountered. Rents of 
the peritoneal coat of the distended intes- 
tine, the dread of the surgeon in lapar- 
otomy for obstruction, are none the less 
likely to occur because the bowel is manip- 
ulated under the soft parts and through 
the medium of a water-pad. 

When reduction by taxis is indicated, 
it should be done under full anesthesia. 
The absolute relaxation thereby obtained 
is doubtless responsible for many of the 
successes of taxis. A time limit to the 
manipulation has been given by many. 


“Two unskilled hands can do more harm 


with taxis in twenty seconds than a care- 
ful operator will do in twenty minutes, 
Forced taxis is an abomination which has 
been expunged from surgical practice. It 
has been my fortune to see but one case 
of reduction en masse. The efforts of 
taxis should be gentle, continuous, and 
gradually increasing in force. Lateral 
pressure and gentle traction upon the 
neck of the sac may, by straightening the 
bend of the gut at the point of constric- 
tion, open a passage for the escape of its 
contents and thus be the immediate pre- 
cursor of a reduction. : 

Taxis should be resorted to but once. 
When it fails, herniotomy can not be too 
soon performed. 


KELOTOMY. 


An operation for strangulation is, per 
se, not dangerous. The measure of its 
gravity is formulated by the condition of 
the parts and of the patient at the time of 
operation. I have had thirty-seven oper- 
ations for strangulated hernia, in every 
case but one. Of these, six ended in 
death, two from gangrene ané peritonitis, 
one from pneumonia in a man of 70, one 
from heart failure in a woman with aortic 
regurgitation, and one through an error in 
judgment in adding the radical to the re- 
lief operation in a large scrotal hernia. In 
the sixth case, laparotomy was performed 
for reduction en masse. The intestine, 
which seemed viable at the time of oper- 
tion by lamplight, gave way on the fifth 
day. With my present knowledge the 
deaths from heart failure and pneumonia 
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might have been averted, by substituting 
cocaine for general anzsthesia, since in 
neither patient could it have been a ques- 
tion of radical operation. In a case re- 
cently seen, I made the relief operation, 
removing @ mass of omentum the size of a 
walnut, and returned the intestine with- 
out inflicting enough suffering to elicit a 
moan. The patient was 68 years of age 
and the subject of cardiac asthma. 

From the foregoing limited experience, 
the conclusion is justified that in an other- 
wise healthy individual, death does not 
follow herniotomy, except as a conse- 
quence of grave changes in the hernial 
contents or within the abdominal cavity. 


The full statistics of Hagedorn of 170 op- 


erations fully bears out this view. It in- 
cludes cases treated between 1883 and 
1890. The general mortality was 14 per 
cent. The death rate was nil in cases in 
which the large intestine was involved ; 48 
per cent. in cases where the small intes- 
tine and omentum were unchanged; from 
22 to 48 per cent. in cases where it was 
ecchymotic or suspected of gangrene. 
These results are a vast improvement on 
those given by Benno Schmidt, Rose and 
authorities of Great Britain a few years 
before, according to which the mortality 
varied from 25 to 48 per cent. Thus is 
negatived the view that the modern 
methods of wound treatment have not in- 
fluenced the mortality of operations for 
‘strangulated hernia. As operations are 
performed earlier, and larger experience 
improves the methods of dealing with the 
grave complications, the mortality will be 
doubtless still further reduced. 


OPERATION. 


Except in the hernias of infants and in 
the large hernias of the aged, and then 
-only when the constriction is known to be 
-at the neck of the sac, the incision should 
be ample. An utter disregard of the an- 
atomic tunics will facilitate procedures. 
There must be no enucleation until the 
sac proper has been reached. To reor- 
ganize this will sometimes embarrass an 
‘experienced operator.. When thickened 
and covered by pendulous masses of fat it 
may greatly resemble a part of the colon. 
In acute hernias containing a considerable 
‘sanguinolent fluid, the resemblance to a 
discolored intestine is very great. The 
presence of ramifying vessels in the sac is 
‘distinguishing. So long as there is a 
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doubt, it is quite certain that it is not the 
bowel which is exposed. In very rare 
cases there may be no sac under the line 
of incision, an uncovered portion of the 
large bowel or of the bladder presenting. 
An exploratory opening such as would 
naturally be made into the sac as ordinar- 
ily found, would while elucidating the re- 
lations, be far from being a serious mis- 
hap, if it involved the bowel. 

Is the sac to be opened? This question 
has been affirmatively settled for all times, 
if not for all oases. In every case in 
which the radical operation is to be per- 
formed, in which there is the least doubt 
as to the site of the constriction or the 
condition of the hernial contents, and al- 
ways before the constriction is relieved, 
the sac must be opened; the constricting 
ring to be divided from within. In the 
hernias of very young children, where the 
surroundings might. make the aseptic 
course uncertain, and in the large ob- 
structed hernias of subacute course as 
seen in the aged in whom a confinement 
of two weeks might be serious, an extern- 
al herniotomy is doubtless justifiable. Al- 
though I have seen a number of cases in 
which it seemed applicable, I have never 
performed one, nor is it probable that I 
shall. An irrespressible anxiety to see 
the condition of the hernial contents im- 
pels me to what was known as the greater 
procedure of internal herniotomy. The 
division of the stricture is. always a most 
delicate operation, in which the hernia 
knife of Cooper is almost indispensible, the 
finger serving as a guide. Save in the 
very tightest strangulations, the intestines 
are readily displaced to permit the nick- . 
ing at one or several points of the con- 
stricting band. To avert the danger of 
wounding the intestine, the constriction 
can be divided from without. In inguinal 
hernia it is feasible. In femoral hernia it 
ought not to be practiced, since it entails 
the division of the crural arch. 

The constriction relieved, the hernial 
contents often have a tendency at once to 
slip into the abdominal cavity. This is 
to be prevented, for no intestine is to be 
returned until it has been thoroughly in- 
spected below, at, and for some distance 
beyond the line of constriction. In her- 
nias which have been irreducible from ad- 
herent omentum, it may be difficult to 
find the strangulated intestine. Often it 
is small. In not a few cases the intestine 
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can not be properly exposed until the ad- 
herent and thickened omentum has been 
excised, since, asa rule, it can not be 
returned, it might as well be radically 
treated first as last. In dealing with the 
omentum, too much tissue should not be 
included in the ligature; this should be 
tightly drawn, care being taken that in 
the necessary manipulation the thin-wall- 
ed veins are not torn. After thorough 
disinfection, the omental stump should al- 
ways be returned into the abdominal cav- 
ity and not be permitted to remain near 
or within the hernial ring. I have seen 
one internal strangulation consequent on 
the fixation of an omentum to the inter- 
nal ring, after a radical cure had been ef- 
_ fected by truss. 

Hernias in which there is obstruction 
without strangulation are generally dry. 
The coils of intestine are reddened, 
covered often with fibrinons flakes, 
and often adherent to each other and to 
the sac wall. Such adhesions should al- 
ways be severed, lest after reduction the 
obstruction continue. The greatest care 
is necessary in severing the adhesions 
which have formed within the neck of the 
sac. They must be looked upon as the 


barrier to peritoneal invasion from an ul- 


cerated bowel. Even with the greatest 
care, a rent may be made here as the bow- 
el is drawn into the wound. This acci- 
dent happened to me during the winter 
before my class. 
There are few things more beautiful to 
the surgical eye than the fast changing 
colors of a tightly strangulated intestine, 
relieved of its constriction. Within a few 
. minutes, dark brown or even black, in 
turn becomes chocolate, purple, dark red, 
and pink before the intestine is normal. 
The contained gases pass on, the constric- 
tion groove becomes shallower and while 
you observe, peritalsis may be reestablish- 
ed. Such an intestine can be returned 
with safety. Here two things are to be 
remembered: 1, it isas unsafe to return 
a distended gut to the abdomen after her- 
niotomy as after abdominal section; and 
2, that false reductions can be made after 
an operation quite as easily as after taxis. 
The absence of the gut from diverticula 
of the sac, which may be present between 
the musculo-fascial planes or in front of 
the peritoneum, must be established by 
the finger within the belly cavity before 
the reduction of the hernia can be said. to 
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be assured. With a free severance of ad- 
hesions about the neck of the sac, a mass 
reduction is not possible after herniotomy. 
When complications such as these follow 
herniotomy or taxis, the opening of the 
abdomen is justifiable. In no ordinary 
strangulated. hernia, however, is hernio- 
celiotomy a proper procedure. 

Introduced as early as 1590 by Rosset 
and in 1723 by Cheselden, this chimera 
was almost forgotten until Mr. Tait made 
an effort to revive it in a paper before the 
British Medical Association, in 1891. 
Possibly of service for the radical relief, 
for reasons almost obvious it can have no 
place among procedures for strangulated 
hernia. 

The most important question entering 
into the treatment of this subject is what 
to do with gangrenous hernia. Shall the 
constricting ring be divided? The theory 
was long advocated, and recently again 
promoted by Banks, that the constriction 
ring should ordinarily not be divided in 
gangrenous hernias, on the ground that 
it has the development of general periton- 
itis. By the constriction the septic pro- 
ducts of a hernia may be isolated for a 
time. Bat the peritonitis develops from 
within, and that without the direct impli- 
cation of the intestine. In a case of gan- 


‘grenous hernia which contained only 


omentum, death resulted from general 
peritonitis. Just beyond the neck of the 
sac was the colon fixed by the adherent 
omentum, and its wall rendered paretic 
through traction, was unable to resist the 
passage through it of organisms fatal to 
the peritoneum. 

Gangrene of the omentum is rare. Its 
safety is found in the ease with which it 
forms adhesions to the sac wall, through 
which it then receives its nutrition. The 
case alluded to is the only one I have 
seen. Benno Schmidt questions alto- 
gether the existence of primary strangula- 
tion of the omentum. Of Hagidan’s 170 
cases, gangrenous omentum was only once 
the sole occupant of the sac. I have 
found reports of two other cases: Qne 
from Heidelburg; the other of W. H. 
Bennett, of St. George’s Hospital. There 
is but one opinion as tothe management 
of gangrenous omentum. Excision after 
ligation in healthy tissue, and return to 
the abdomen, generally ends in recovery 
unless peritonitis already exists. The 
three cases quoted all recovered, although 
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in each the radical operation followed that 
for strangulation. 

When gangrene involves the intestine, 
the solution of the problem is far less easy. 
Since Ramdohr first successfully resected 
the gut for hernia in 1727, the possible 
success of primary excision has been con- 
ceded. 

Of recoveries there have been many. 

But the measure, however ideal, has 
never gained firm footing among surgical 
procedures. This in face of the fact that 
the results from the alternative measure, 
that of the formation of an artificial anus, 
have been most deplorable. Recently 
Poulsen reports twenty-nine cases, with 
but four recoveries. Of thirty-five cases 
as treated at St. Bartholomew’s, four were 
saved (British Medical Journal, June, 
1891, i, p. 701.) Certain is it that all 
cases should not be treated alike, and that 
every case ought to be considered with 
reference, first to the condition of the 
intestine and its environments, and second 
to the probability of the patient to bear 
the shock of a prolonged operation. 

A stragulation affects the gut either 
along the line of constriction, or at some 
or all points of the coil involved, or in the 
course of the intestine fora varying distance 
above the point of constriction. Where 
the constricting band binds the gut, a 
well-marked groove is made by direct 
pressure. The constriction, tight enough 
to occlude the caliber of the bowel, may 
not interfere with its vascular supply. 
If gangrene results it will be from pressure 
at the bottom of the groove and limited in 
extent. Except for the usually small 
ulcer in the constriction groove, the gut 
above and below may be normal in appear- 
ance. Inthe fruitless effort of nature to 
protect the general peritoneum, adhesions 
are quickly formed between bowel and 
neck of sac. In the attempt to sever these, 
the fragile wall of the bowel tears along 
the line of constriction. Doubtless mary 
cases of this kind occur, the fecal outpour 
taking place at the time of the operation. 
To avoid this it might be wise to follow 
the practice of Mikulicz, who in every 
case of suspected gangrene opens the rings 
from within the belly cavity, thus making 
a laparokelotomy which permits, as he 
thinks, thorough isolation by gauze of the 
infected area. The difficulty appears in 
the fact that pressure gangrene limited to 


the furrow and made by the constricting 
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band is not always easily recognized. 
Fortunately the tissues about it, whether 
torn by manipulation or not, are in a fair 
condition for partial excision and lateral 
suture, by which the patient may be 
saved the perils and annoyance of an arti- 
ficial anus. Krumm reports such a 
case successfully treated, and Barette 
three, of pressure gangrene successfully 
managed in the same manner. In such a 
case the gangrenous area may profitably 
be inverted and the contiguous parts su- 
tured in a horizontal fold. In the case 
of rupture appended, the aperture was 
treated as a gunshot wound, sutured, and 
the coil returned to the abdomen, but an- 
chored for forty-eight hours to the wound 
by a catgut suture through its mesentery. 

In some cases the force of strangulation, 
although influencing the circulation of the 
whole knuckle, appears to affect most ser- 
iously its central part and at a point far- 
thest removed from the mesentery. It is 
clear that if in such a case excision were 
to be done, it could only be beyond the 
limits of constriction. The cyanotic gut 
about the really gangrenous center would 
ill support a suture. Let alone it will re- 
cover. The handling incident to suture 
might easily prevent it. Furthermore, in 
cases of this nature the gangrene is often 
more extensive than is apparent. Begin- 
ning generally in the mucosa, the serous 
tissue is the last, and therefore least af- 
fected. The fixation of the gangrenous 
area in the bottom of the wound, relying 
on nature to make the anus preternatur- 
alis, appears to mesound judgment. The 
data on which this view is based differ 
from those which militate against the for- 
mation of a fecal fistula when the gut is 
gangrenous in its entirety. 

First and foremost, the caliber of the 
gut remains patent, and death from in- 
anition is rendered impossible. Again, 
the fistula which results will probably be 
small, and close in a few weeks or months 
without operative interference. 

When gangrene involves the entire 
strangulated knuckle the appearances are 
sufficiently characteristic. Chocolate of 
dark slate-colored, denuded in patches of 
its peritoneum, covered with flakes of 
lymph and in a collapsed condition, it fails. 
to react to mechanical or chemical irrita- 
tion. The odor is feted before perfora- 
tion has taken place. When the strangu- 
lation has been very acute, the changes in 
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and about the hernial sac need not be very 
marked. After the escape of a varying 
amount of turbid bloody fluid from the 
sac, the latter appears of a bright or dusky 
red, minus the glistening appearance of 
the normal serosa. When it is of older 
date, one after another of the hernial cov- 
erings are involved in the inflammation. 
They are welded together, in turn to 
break down. A fecal abscess is the re- 
sult. 

The most serious and far-reaching 
changes in gangrenous hernia are often 
found in the afferent portion. They may 
be said to involve its caliber, its nutrition, 
its contents and the peritoneum singly or 
together. Although long recognized, the 
dangers inherent in this part of the in- 
testine have recently been strongly brought 
forward by Beneke. Above the constric- 
tion there is always some dilatation with 
more or less paresis and congestion of the 
intestinal wall. It may be dark in color 
and edematous from venous stasis. Pos- 
sibly from the same cause its mucous lin- 
ing secretes abnormally, and as a result, 
at times, enormous accumulations of fluid 
are found—according to Mikulicz from 
one to three quarts. This forms an excel- 
lent culture medium for bacteria and in 
the process of. putrescence, toxines are 
formed, the absorption of which doubtless 
accounts for many deaths under the 
mask of acute sepsis from strangulated 
hernia before peritonitis has devel- 
oped. The disintegration of this fluid 
gives rise to a fecal odor irrespective of 
the site of the constriction, and it is 
this fluid forced into the stomach and 
thence regurgitated that is so ofoten mis- 
taken for fecal vomite.—(Mikulicz.) Faur- 
thermore the wall of a paretic and con- 
gested gut has no power to resist the 
eas see organisms which it incloses. 

ar above the constriction, hemorrhagic 
infiltrations, diphtheritic-like deposits on, 
or ulceration of the mucous membrane 
may ensue. This is far more liable to such 
necrotic changes than the outer tunics and 
there is no way of knowing how far 
the process has extended. In one of 
Kocher’s cases the gangrene extended four 
inches, and in one of Tendler’s six inches 
above the suture line. In a case not sub- 
mitted to operation, the diphtheritic de- 
posits were found six feet above the con- 
striction. 

When death follows hernia, the symp- 
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toms of peritonitis are rarely absent. In 
the majority of cases, even in gangrene, 
there is no perforation within the abdo- 
men, and the course of the peritoneal in- 
fection must have been through the mi- 
croscopically intact gut. That it may oc- 
cur where the gut does not enter into the 
hernia has already been seen. It has long 
been known through Nepven’s investiga- 
tions that the fluid transudate in a hernial 
sac is rich in pathogenic organisms before 
gangrene has developed. Benneke has 
recently shown that the bacteria readily 
pass through the wall of the paretic bowel 
and produce diffuse peritoneal infection. 
On microscopic sections he was enabled to 
trace their progress through the intestinal 
wall. (Before the French Surgical Con- 
gress, Clado has recently made similar 
demonstrations.) From these sources me- 
tastic infection in remote organs may en- 
sue. The process is like that seen in 
other morbid conditions of the intestine; 
notably in typhoid fever and appendicitis, 
where peritonitis developes without actual 
perforation. 

Equally important with the local, is the 
general condition of the subject of a gan- 
grenous hernia in determining the plan of 
procedure. When delay has brought the 
patient to the verge of collapse, when even 
the shock from prolonged anesthesia can- 
not be ventured, that must be done which 
most readily gives relief to the strangula- 
tion. It may be the opening of a fecal 
abscess, the division of the stricture, or 
the rapid fixation of the gut in the wound. 
Whatever the procedure adopted in the 
condition indicated, the result will proba- 
bly be the same—death within a few hours 
or days. 

In most cases, however, the condition 
is less deplorable and evidently tolerant of. 
a somewhat prolonged operation. It is in 
this class that choice must be made be- 
tween the establishment of an_ artificial 
anus, and resection of the bowel with im- 
mediate suture of the divided ends. 

Authorities are at variance as to the 
value of the two proceedures. In Eng- 
land, Baker, MacCormac, Banks and 
Treves decidedly oppose the greater opera- 
tion of resection. In this country the 
same opinions have been held, unless they 
have been recently influenced by the re- 
ports of successful cases of excision by Mc- 
Cosh, Richardson, Dawbarn and others. 
In Germany, Kocher’s and Ozerny’s first 
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successes were followed by many failures 
which frustrated the natural desire of 
surgeons to make primary incision the 
normal procedure in gangrenous hernia. 
Finally Reidel’s critical review of the sta- 
tistics in 1883 made it appear that the 
preferable primary operation was enteros- 
tomy, to be followed by a second operation 
for the closure of the preternatural open- 
ing. From the first, Kocher has remained 
steadfast to the ideal operation, and in 
Mikulicz he has recently found a most 
able supporter. ‘ 

The advantages and disadvantages of 
the two procedures are almost apparant. 
If primary resection is successful, the 
patient is well in from four to six weeks. 
If an artificial anus is successfully estab- 
lished, a second operation of a very serious 
nature must follow. The artificial orifice 
is'as large as the bowel, and the mucous 
membrane is prone to prolapse. Such an 
opening never closes spontaneously. 

While in a considerable number of cases 
the. enterotome of Dupuytren might be 
successfully applied with the low morality 
of 5 per cent. (Korte), it will fail in many 
cases and be absolutely inapplicable in 
others. Again, according to Dupuytren, 
it should not be used for two or three 
months after the primary operation. It 
is during this interval that the greatest 
danger from artificial anus is encountered, 
that from progressive inanition. Re- 
cently Poulsen has used it twelve and 
even nine days after the first operation. 

It has not yet been established how much 
of the intestinal canal is essential to the 
maintenance of nutrition, but where the 
fistula is above the mid-part of the ileam, 
rapid emaciation and death follow before 
any secondary procedure for closing it can 
be practiced. McCosh does not overrate 
the argument of statistics in the statement 
that the death rate of all cases in which 
an artificial anus is made, including the 
operations for its relief, is 50 per cent. 
The danger from secondary resection and 
enterorrhaphy is very considerable. 
Haenel mentions forty-three cases, with 
sixteen deaths and two failures. 

To be successful, the artificial anus 
must be established in healthy bowel, else 
the dangers inherent in the afferent por- 
tion will not be removed nor willa free 
outflow from the intestine be secured. 
The only advantages therefore which can 
be claimed for this method are the rapidity 
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with which it can be performed and the 
slight technical skill required in its per- 
formance. A further advantage is sup- 
posed to exist in the lesser danger con- 
nected with this, as compared with the 
major procedure of immediate resection. 

There is hardly a subject in surgery con- 
cerning which statistics are so much at 
variance as are those relating to gangren- 
ous hernia. According to Korte, of 111 
cases treated by enterostomy, eleven ended 
fatally. Herman (quoted by Haenel) 
mentions eighty-three cases with seven 
deaths. On the other hand, Weil reports 
fifteen cases with thirteen deaths. Benno 
Schmidt places the mortality at 85.5 per 
cent. for the formation of the artificial 
anus, as against 71.1 per cent. for 
primary resection. 

F. A. Southern, Surgeon to the Man- 
chester Royal Infirmary, recently reports 
eighty-five cases of herniotomy with nine 
cases of gangrene. ll of the latter died. 
In six, an artificial anus was made; in 
three, primary excision. 

If statistics are of any value in solving 
the relative merits of enterostomy and 
primary excision, it is evident that the 
reports of scattered cases are far less 
weighty than such from a few and skilled 
operators, and from hospital records where 
nothing is concealed. Such a tubulation 
has recently been made by Mikulicz from 
seven large clinics of Germany and Switzer- 
land. Of 168 cases of gangrenous hernia, 
109 died. Ofninety-four in which an artifi- 
cial anus was made, seventy-two died; 
mortality, 76 per cent. Of sixty-eight 
primary excisions, thirty-two, or 47.1 per 
cent. died. Of six intermediary resec- 
tions, five died. It would appear from 
this that the mortality of primary ex- 
cision is very much less than that of the 
lesser operation. But this can be ac- 
counted for by the certainty that the 
latter was often used as a last measure in 
conditions approaching collapse, and 
therefore precluding the major operation. 

These statistics practically coincide with 
the very extensive and recent tabulation 
of H. P. Zeidler, of St. Petersburg. Of 
289 cases in which primary excision was 
performed, 142, or 49.13 per cent. died. 
Of 287 cases in which an artificial anus 
was established, 213, or 74.22 per cent. 
died. This is an increase in the mortality, 
of 25 per cent. In the group of cases of 
artificial anus there were 5.55 per cent. 
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more of cases hopeless from the beginning 
than in the group of primary resections. 
This still leaves 17 per cent. of cases 
which might probably have been saved by 
primary excision.—(Cent. f. Chir. 1893, 
. 62). 
é The advantages of primary resection 
are patent. Its disadvantages are, the 
time required for its performance and the 
danger of peritonitis from imperfect 
technique. In a measure both can be 
overcome. ‘The first of these is probably 
grossly exaggerated. With separation of 
the mesentery and its closure by suture, 
to be followed by the continuous Lem- 
bert-Czerny suture by lateral anastomosis, 
or by the use of button or potato plates, 
not more than half an hour at most should 
be required for the enterorrhaphy. Com- 
plicated clamps, a separate row of stitches 
for mucous and serous tunics, interrupted 
sutures unnecessarily waste time. When 
the continuous suture is used and appears 
weak at points, a few supplementary 
stitches can easily be taken. Suturing 
the mesentery brings the intestinal ends 
naturally together and gives assurance 
that the most treacherous part of the 
suture, that near the mesentery, can be 
properly applied. The second danger is 
from injudicious selection of the lines for 
suture. As elsewhere in gangrenous pro- 
cesses, the danger lies rather in removing 
too little than too much. If Kocher 
excised five and Koeberle six feet of intes- 
tine, a few inches more or less can not be 
important. In acute cases, where the 
caliber of the gut has not been long oc- 
cluded, and koprodstasis is little, if at all 
developed, an inch or two on each side of 
the constriction groove will probably 
bring the suture line in healthy tissue. 
Where the mesentery has not been inelud- 
ed in the strangulation, the same favor- 
able conditions may be expected. Where, 
however, much dilatation of the afferent 
gut exists, its thorough evacuation should 
precede the enterorrhaphy. After hernia, 
as after laparotomy for obstruction, it is 
fatal to return a distended gut to the 
abdomen. The further danger, that of 
septic infection of the peritoneum, can in 
a large measure be reduced by thorough 
irrigation of the sac before suturing; by 
careful handling of the gangrenous gut 
without the wound, meanwhile protecting 
the peritoneum by gauze packing. Finally, 
the sutured intestine should be left just 


Communications. 


Vol. lxxi 


within the abdominal cavity and a radical 
cure should not be attempted. Mikulicz, 
whose success surpasses that of any other 
operator—twenty-one cases with fourteen 
recoveries—insists on the open treatment 
of these cases. Should fecal extravasation 
ensue from defective suture or other 
cause, it would naturally turn towards the 
wound, whereby the danger of general 
peritonitis would be largely averted. For 
from two to five days after the operation 
the sutured intestine remains where it is 
placed within the abdomen, and after that 
length of time the development of peri- 
tonitis is not probable. To hasten the 
process of wound repair, deep and super- 
ficial sutures might be drawn through the 
wound margins and kept over the ganze 
packing, to be tightened without anes- 
thesia after the danger line has been 
passed. 

Between the extreme measures consider- 
ed, others looking toward a compromise 
have recently been brought forward by a 
number of surgeons. Among these are the 
intermediary, excision and suture of 
Riedel. The artificial anus is established 
in the usual way. After twenty-four or 
forty-eight hours the edges of the intestine 
are vivified and united bysuture. In 1882 
Bouilly suggested excision and suture, the 
latter being purposely made imperfect at 
one point to guide the fecal extravasation. 
To avert the danger from imperfect 
suture, Hahn follows the kelotomy with a 
median laparotomy. Through this wound 
he brings the divided ends of the bowel, 
thoroughly protecting the ‘abdomen 
against infection by packing them in 
gauze. When the suture is completed, 
the closed knuckle is kept in the wound 
between gauze splints until union is 
assured. The competency of the suture is 
certain after twenty-four hours, when the 
bowel is returned to the abdomen and the 
external wound closed. It is difficult to 
understand why the same procedure should 
not be carried out in the inguinal hernio- 
tomy wound. Nevertheless, Hahn has 
had two successes with it, and ina third, 
reported .by Kutschera, the result was 
equally satisfactory. 

To overcome the danger from death 
from inanition, Helferich has recently 
combined enterostomy with an’ intestinal 
anastomosis above the constriction fur- 
rows. By this method two courses are 
open to the intestinal circulation, and the 
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closure of the artificial anus is greatly 
facilitated. The operation was done in 
two cases, one of which was successful, 
the fecal fistula closing spontaneously. 
There ‘is yet another class of cases in 
which the condition of the bowel is such 
that whereas gangrene is not yet present, 
it might through subsequent necrosis cause 
death if returned to the abdomen. Such 
a knuckle isa menace. Who has not seen 
it? Especially if operating by light, both 
artificial and bad. A bowel that is not at 
all doubtful in appearance will at times 
repay the trust placed in it by a perfora- 
tion. Among ninety-six deaths after 
herniotomy, it was in twenty-six cases the 
result of returning to the abdomen intes- 
tine which subsequently perforated. In 
Hagedorn’s clinic three deaths out of fif- 
teen resulted in thesame way. Toreturn 
donbtful intestine is unnecessarily jeopar- 
dizing life. To treat such intestine as 
radically as bowel already gangrenous is an 
extreme measure, not to be advocated. 
Fortunately the intestine can be retained 
in the wound for a number of days in 
gauze packing or by sutures. When its 
viability has been established, it is an easy 
matter to return it to the abdomen. 
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Graefe recently reported a successful case 
in which the intestine was so retained for 
five days before replacing it. Should the 
dread of adhesion be feared, the intestine 
might be retained just witbin the abdo- 
men by fixation sutures or by gauze. In 
the event of gangrene, the fecal extravasa- 
tion would course toward the external 
wound. 

When in 1880 Czerny reported his first 
case of primary excision for gangrene, he 
believed that the operation would not dis- 
place the older operation of enterostomy. 
Although the last four years have brought 
forward success after success from prima: 
resection, the dictum of Czerny still holds 
good. Each operation has its proper field. 
The boundary lines are becoming more 
clearly defined. Nevertheless, it must 
always remain for the judgment and tact 
of the surgeon, as individual cases arise, to 
determine the proper procedure to be 
adopted. In operative surgery, as else- 
where, the ideal should be songht. This 
would make primary excision the normal 
procedure in gangrenous hernia, and only 
cogent rea,ons should cause the operator 
. — from striving for the ideal.—J. 

M.A. 







































































































































































AUTHENTIC REPORT OF THE ASSASSINATION, OPERATION AND 


DEATH OF CARNOT, THE PRESIDENT OF THE 


FRENCH REPUBLIC.* 





PROF. A. PONCET, Lyons, FrANcE. 
[THE ATTENDING SURGEON.] 





M. Carnot, the President of the French 
Republic, was assassinated the 24th of 
June, at about a quarter after nine, in the 
evening. Scarcely had he taken a place in 
the carriage which was to conduct him to 
the Grand Theatre of Lyons when he was 
stabbed with a poignard. In the same 
carriage there were, at his left, General 
Borius; opposite to him, Professor Gail- 
leton, mayor of the city, who had at his 
side General Voisin, the military gover- 
nor. ‘The deed was done so quickly that 
one would have thought that either a pe- 
tition or a bouquet had been thrown into 
the carriage. The President threw his 
body slightly backwards, rather with a 


*Translated from La Semaine Medicale,No. 39, 1894, 
by F. H. Pritchard, M. D. 











look of disgust on his face than pain or 
fear. Those about him thought at the 
first moment, that some dirty object had 
been thrown at him. The President im- 
mediately carried his hand to the injured 
spot and thrusting it between his shirt 
front and undershirt, he withdrew it, cov- 
ered with blood and exclaimed: ‘‘I am 


wounded”. At the same instant his head 


fell backwards and he lost consciousness. 
Prof. Gailleton immediately cared for the 
President and the carriage turned and, at 
this monent, a few seconds after the stab- 
bing had been done, I saw M. Carnot. 
He lay limp in the carriage, his arms ex- 
tended inertly alongside of his body and 
his head thrown backwards. His face 
was frightfully pale, his eyelids half 
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closed, his eyes glassy, and, if now and 
then slight groans had not been audible 
one would have thought that all was over. 
In the midst of the great throng, the cries 
of the crowd and the noise of the car- 
riage and the escort, it was impossible to 
gain an idea of either the state of his 
heart or respiration. His hands were cold 
and I was unable to distinguish any pulse. 
The collapse was so great that we feared 
his death at any moment. I removed the 
clothing that encumbered his breast, at 
the same time trying to obtain an idea of 
the seat and extent of the wound. Guided 
by the blood that colored the bosom of his 
shirt we easily discovered on the right 
side, at about three centimetres from the 
ensiform cartilage and beneath the cor- 
responding border of the ribs, a wound 
twenty to twenty-five millimetres in 
length, slightly oblique, following the 
margins of the rib and apparently made 
with a cutting instrument. The quantity 
of blood that had been lost, to judge from 
the soaked garments, might be placed at 
about three-quarters of a glassful. The 
intense shock, the seat of the wound, etc., 
led us to diagnosticate a penetrating 
wound of the liver, with profuse internal 
hemorrhage. JBesides there was no 
doubt an intra-abdominal wound of great 
depth, for at the moment that the stab 
was given, Professor Gailleton, who was 
facing the President in his carriage, heard 
a dull sound’ as from a very violent blow 
such as one given with the fist. Hence 
we concluded that the poignard had been 
thrust in clear to the hilt. I placed the 
President in a position so asto facilitate 
the flow of blood towards the nervous 
centres and to ward off death as long as 
possible; a handkerchief was applied to the 
wound and held there. All this time the 
horses were being driven ata gallop to- 
wards the prefecture where M. Carnot had 
his apartments, about seven to eight hun- 
dred yards distant. 
On our arrival there, the Presi- 
dent, who was in the same condition 


and had given no signs of life beyond — 


feeble sighs and two or three unsuccessful 
attempts at vomiting, was carried to his 
rooms and placed upon his bed, with his 
head as low as possible. 

While the necessary instruments, dress- 
ings and antiseptic solutions were being 
brought from the Hotel Dieu, napkins 
filled with ice were applied locally and at- 
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tempts at rousing him were made by fla- 
gellation of the face, calling in a lond 
voice, etc. A few minuteslater a bed was 
prepared for the operation in the same 
room, the illustrious patient was lifted onto 
it and the operation begun, which seemed 
to be the only means, if not of sav- 
ing his life of, at least, prolonging it. 
Convinced by another examination that 
a wound of the liver was in question and 
that the immediate danger was due to in- 
ternal hemorrhage, I did not hesitate to 
perform lateral laparotomy, taking the 
wound as the point of departure. Intro- 
ducing the left index finger through the 
original wound I had no difficulty in recog- 
nizing the subjacent liver. A clot of 
dark colored blood escaped after this rapid 
exploration. At thismoment the collapse 
instead of diminishing appeared to become 
worse; therefore ansesthesia was out of the 
question. I immediately enlarged the 
wound from above downwards, by an in- 
cision from ten to twelve centimetres in 
length and running obliquely along the 
linea alba. I was struck by the little 
blood in the abdominal cavity. The sub- 
jacent viscera were easily wiped clear of 
blood, and on stooping down I perceived 
under the false ribs the left lobe of the 
liver to present a bleeding aperture on its 
convex surface. I explored this surface 
with the end of my index finger and I 
soon discovered a clean cut wound of eigh- 
teen to twenty millimetres length, corre- 
sponding well, in form and direction, to 
that of theskin. The blade of the weapon 
had penetrated deeply. During these 
manoeuvres of exploration avi local com- 
pression the hemorrhage ceaved. A strip 
of iodoform wicking was substituted for 
my finger and introduced with a pair of 
long handled dressing forceps. A carefal 
examination of the neighboring organs re- 
vealed nothing abnormal. The mesentery, 


the accessible portion of the stomach, the 


intestine, the gall-bladder, etc., were 
rapidly examined and found to be unin- 
jured as I had supposed a prior, and 
neither gas, bile nor intestinal contents 
were observed toescape. The finger could 
detect nothing on the lower surface of the 
liver. From the first cut with the knife, 
under the influence of the pain, the Presi- 


dent came out of the deep collapse. He 


complained of suffering at the site of the 
wound, and pronounced a few words: 
“Oh, doctor you hurt me,” several times, 
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in a very intelligible and fairly strong 
voice. Once he said: ‘‘Look, I have 
typhlitis.” At the same time his pulse im- 
proved, it then beating 140, although his 
general condition remained the same, so 
that we gathered a ray of hope. Up to 
then I had been assisted by Professors 
Gailleton, Lépine, the military physicians 
Kelsch, Albert, Viry, Demandre, and the 


doctors Rebatel, Masson, etc. In the 


meantime Professors Ollier, Monoyer and 
Doctors Gangolphe, Fabre, etc., had ar- 
rived. Their assistance was of particular 
value. . 

With Professor Ollier I examined the 
depths of the incision again. My eminent 
colleague, whose great authority was so 
valuable to me then, examined the wound 
and recognized the hepatic wound, the 
necessity of hemostatic tamponing, and 
with common accord I made a second in- 
cision towards the median line, of five to 
six centimetres. The margins of the 
wound were turned outwards with the 
hemostatic forceps clinging to them and 
serving as tractors and another, examina- 
tion made. The piece of wicking which 
had been withdrawn was found to be soaked 
in blood. This we did not regard as of 
any great importance. To be assured we 
replaced it with another which was packed 
as tightly as possible into the wound. 
The surgical indications had been ful- 
filled. 

Was it necessary to do more? Was the 
liver to be sutured? We did not think so 
and for various reasons. In the first place 
the grave state of shock contraindicated 
any operation of long duration. For in 
order to get at the wound which was two 
or three centimetres above the margins of 
the ribs, a resection would be necessary. 
The liver though of small volume, it 
either being normally thus or possibly 
from the rapid depletion of blood, was 
natural. After a consultation Professor 
Ollier and I proceeded to tampon antisep- 
tically and arrest hemorrhage. The he- 
patic wound, was stuffed with iodoform- 
ized wicking; over the external wound, a 
layer of slightly iodoformized gauze and 
over this numerous layers of sterilized 
gauze were placed. For along time I ex- 
ercised slight pressure down upon the 
wound with the palm of my hand. We 
feared a return of hemorrhage and one of 
us held the dressing, alternately. To- 
wards half past eleven, on taking off a few 
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of the uppermost layers of gauze, we 
found the deeper ones infiltrated with 
blood. Some of these were removed, 
though in general we thought it rather 
due to imbibition of blood remaining in 
the abdominal cavity rather than toa 
continuation of the hemorrhage. Besides 
from the moment that the operation was 


‘commenced and the hemorrhage checked 


M. Carnot, as he assured us himself, 
came out of the profound collapse. 

He answered clearly, with perfect lucid- 
ity, to questions; from time to time he 
took a piece of ice or a teaspoonful of iced 
champagne. Between eleven o’clock and 
midnight, at intervals of twenty to thirty 
minutes, two subcutaneous injections of 
a gram of ether were given. Towards 
midnight the President appeared to suf- 
fer greatly and two injections of the 
muriate of morphine (one-half centigram) 
were administered at regular intervals. 
Yet the patient did not react. His face 
was motionless, extremely pale and cada- 
veric; his pulse, which from time to time 
seemed to improve, became smaller and 
smaller; his extremities were cold and 
death apparently was approaching. With 
a calmness and resignation that were 
truely heroic he slowly became weaker, 
without a word of regret, or of blame. 
Atno moment did he allude to the attempt 
on his life. Several times when attention 
was called to his sufferings he complained 
of pains in the epigastric region on a level 
with the*wound, and in his loins. 

When he asked for Colonel Chamoin, I 
informed him that he was there and that 
all his friends were about him. Ina voice 
that was still strong, he said: ‘‘ I am very 
much touched by their presence and I 
thank you for what you dofor me.” A 
few minutes after, and ata half hour after 
midnight, the signs of dissolution suddenly 
set in. Atno time was there nausea, or 
vomiting, and though he was two or three 
times seized with difficulty in breathing, 
yet he remained calm till the end, which 
was announced by a few convulsive trem- 
blings especially in the region of the 
diaphram and of abdominal muscles, so 
that if the dressing had not been firmly 
compressed the intestine would have been 
forced out. At thismoment venous hem- 
orrhage issued in a large quantity,confirm- 
ing our opinion of internal hemorrhage. 
For immediately after the deed and dur- 
ing the long drive to the Prefecture in his 
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half-seated position, the blood had collect- 
ed in the pelvic cavity and the iliac fosse. 

The necropsy was done at the suggestion 
of Professors Gailleton and Ollier. The 
family physician of the President, Dr. 
Planchon, who had arrived with Madame 
Carnot, was also present. The following 
is the record: 

‘¢ The undersigned doctors of medicine 
have proceded to-day to the necropsy of the 
President of the French Republic. The 
following lesions were discovered : 

1. The wound was situated immedia- 
tely beneath the false ribs of the right side, 
three centimetres from the xyphoid appen- 
dix; it measured twenty to twenty-five 
millimetres, and the blade in penetrating 
completely severed the corresponding costal 
cartilage. 

2. The blade of the weapon had pene- 
trated into the left lobe of the liver from 
five to six millimetres and near the suspen- 
sory ligament. It perforated the organ 
from left to right and from above down- 
wards, wounding in its passage the portal 
vein which it opened at two places. 
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3. The path of the weapon in the in- 
terior of the liver was from eleven to twelve 
centimetres. A mortal intra-peritoneal 
hemorrhage was the result of this double 
perforation of the portal vein. 





Signed: 
Drs. LacassaGNE, HENRI CoutaGne, 
PoNnceEtT, OLLIER, 
LEPINE, REBATEL, 


MICHEL GANGOLPHE, FABRE. 
Lyons, June 25, 1894. 


The injury to the portal vein, in that 
laparotomy could not be done immediately 
after the attempt on the President's life, 
was necessarily fatal. But we were con- 
vinced that if he had survived this for three 
hours it was due to our intervention alone. 
Without, indeed, being able to diagno- 
sticate the lesions of the portal vein,it is 
beyond doubt that the firm pressure over 
the wound sufficed to arrest the hemor- 
rhage,for very slight compression will cause 
venous hemorrhage to cease. The reaction 
from the collapse was due to this. 
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Cuffer (Ze Bulletin Medical, June 24, 
1894,) draws a distinction between 
typhlitis properly so-called (that is to say 
typhlitis of the cecum) and typhlitis of 
appendix. He says that in order for the 
fecal matter to harden and accumulate in 
the cecum there must exist primarily an 
extreme intestinal atony, a paresis of the 
muscular walls of the intestines. This 
may be brought about by an old inflam- 
mation such as dysentery, or an irritation 
of the neighboring Reoraget in every 
case Stokes’s law will explain the relative 

- importance of the subjacent muscles. Cer- 
tain exercises predispose to typhlitis, such 
as the game of croquet, which when 
played in a certain manner occasions re- 
peated blows upon the region of the right 
flank; in the same order he has observed 
atony of the cecum and a stercoral typh- 
litis in a professional billiard-player. The 
bicyclist also is, through the exercise in- 

dulged in, rendered subject to the devel- 


opment of intestinal atony with predispo- 
sition to typhlitis. 

The atony of the cecum once produced, 
no matter in what manner, there results a 
progressive accumulation of fecal matter; 
this gives rise to a vague pain in the right 
iliac fossa, a sense of ill-defined heaviness; 
the patient has an instinctive tendency to 
rest his hands upon this painful region. 
This constitutes the first period of typh- 
litis, the period of stercoral tumor; there 
may be found in the iliac fossa an elong- 
ated mass having the direction and the 
form of thececum, non-painful, and giv- 
ing on palpation the sensation of a de- 

ressible lump of clay. Under the use of 

axatives this tumor will disappear, but 

the initial cause persists. Appropriate 
treatment must be instituted to prevent 
@ new stagnation of the fecal material. 

If no intervention is made, at a variable 
period a new phase appears; to the un- 
easiness succeeds a veritable pain, a pain 
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increased by motion, jolts, and exacerbat- 
ed by palpation. In the place of the 
cecum may be found a thick mass, resist- 
ing and painful; this is the inflamed 
cecal wall; a fever exists, the belly is 
tympanitic, the tongue is coated, appetite 
nil, there are eructations, nausea, vomit- 
ing, all the phenomena clearly indicate 


an obstruction to the feces. At times in 


the beginning of this period there may 
be observed a diarrhoa—the diarrhea 
of constipation; below the obstruction 
there is a congestion of the intestine with 
a glandular hyper-secretion. It is im- 
portant now to administer a laxative or 
an electric bath ; there follows a sudden and 
profuse escape of fecal material. 

The painful phenomena demand atten- 
tion. During the inflammatory period 
of typhlitis there exist paroxysmal exacer- 
bations of pain. There are colics which 
approach in their characteristics the 
hepatic or nephritic colics. There is on 
the part of the nervous system an 
intense reaction in proportion to the ex- 
tent and importance of the causal lesion; 
the meteorism, the intensity of the pains 
and their distant extension, the drawn 
face, the tendency to syncope, the feeble 
pulse, all seem to indicate a peritonitis, 
but there is no fever, and with rare excep- 
tions no vomiting. 

In appendicular colic the point. of max- 
imum intensity of the pain is found at 
MacBurney’s point, and the pains are 
localized in the iliac fossa without any 
marked tendency to radiate to other por- 
tions of the belly. On the contrary in 
typhlitis accompanied by peritonismus 
(Gubler’s name for irritative spasm of the 
peritoneum), the pain is more extended, 
more diffuse, more abdominal. Moreover 
one may feel the fecal tumor. 

There are two main varieties of appen- 
dicitis. The first variety comprises those 
cases due to primary inflammation of the 
organ, from ulcerations due to various 
causes forming in the vermiform appendix 
and causing the appearance of a typhlitis 
of the appendix. In the second group 
are classed the forms which are due to the 
lodgment of a foreign body in the appen- 
dix and which evolve, so to speak, in 
two stages—a primary phase more or less 
latent corresponding to the stagnation of 
the foreign body in the appendix; then a 
second stage characterized to the inflam- 
mation of the organ. The foreign body 
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may be very diverse; biliary calculi, apple 
seeds, kernels, fecal masses, scybala. 

_ Symptomatology of appendicitis. Just as 
in the beginning of stercoral typhlitis 
there is a special morbid state characteriz- 
ed by the constipation with the formation 
of a fecal sausage, associated with append- 
icular colic. Itit almost impossible to ab- 
solutely distingnish between cecal perito- 
nismus and appendicular colic. This is 
the main phenomena of beginning appen- 
dicitis, viz., appendicular colic, single or 
repeated, intense or slight, occurring in 
paroxysms or alternating in general with a 
dull pain fixed at the level of the appen- 
dix. Fever does not exist; it is the pain 
with these special characteristics joined 
with absence of constipation which decides 
the diagnosis. —D. 


Headache. 


The following prescription embodies all of 
the wages. wr virtues claimed for * a num- 
erous proprietary ‘‘anti’s’’ (with varying 
affixes) of unknown composition, with which 


the medical profession is being overwhelmed 
in recent times: 


BR Caffeinae citratis,........0. ccccessecees gr.x 
BR isoice cectiscccssnccccacecdaves gr. xxx 
Sodii bromidi.........cccscccscsceccecce 3 i 
Sodii bicarbonatis.......-c.seccessseces D ii 


Misce et div. in chart x. Sig:—One powder, repeated 
if necessary, at intervals of one hour. 


Infantile Convulsions. 
Dr. Jule Simon, in i Siglo-Medico, pre- 


scribes this combination: 
GRITS. 6 oan cc covsccrecscdccecccscses ee 

BR Potassii bromidi..........ceccssecece aa gr. xv 
Cc MBE... ccccccccccsccecccovccscveccess gr. ss 
Tinct. moschi....... sa eeeeeceeeeeee oe 2 
Tinct. aconitis radicis..............-. M vi 


M. ft. solut. Sig.—Dose: One teaspoonful, by mouth 
or in enema if it pin be swallowed. : ' 


Painful Pharyngitis. 


Eng. Med. Press gives the following for- 
mula: 


per gowns sulphatis......cccccecssccecs gr. iv 

B Acidi Carbolici......cccccece.ssseccsecce 3 ss 
Acidi tannici........cccccccccreccssccece 3ss 
Glycerini.. .....sccccecoe- sss. cecceseees 3S iv 
AQUBE... 2000 coccccccsscrcveccoceseececs 3 iv 


M. ft. solut. Sig.—Paint the throat two or three times 
daily. 


For Psoriasis. 
Tehthyol...cccccccccscccccccccces-ccsvese 
BR Acid. salicylic.....000... ssssccccceecess 
A yrogall: 


M. 
A powerful ointment, to be used in small quantities. 
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THERAPEUTICAL SUGGESTIONS FROM FOREIGN JOURNALS.* 





HECTIC FEVER IN PHTHISIS. 


Dr. A. von Szekely (Za Semaine Med: 
icale, No. 38, 1894,) advises the following 
mixture in the hectic fever of phthisical 
patients: 


10 | o (3ijss). 
180 | o (Sv 3v). 
Infuse the ergot in the water and then add the salicy- 
late of soda. Four tablespoonsful per diem. 


If one will produce produce a com- 
plete cessation of the fever for the 
whole night then let the patient 
take five tablespoonsful in the course 
of two hours during the evening. The 
ergot is added to prevent the roaring in 
the ears which accompanies the salicylate 
when given in large doses. (These two 
drugs are mutual antidotes according to a 
recent German writer). Zrans. Of all the 
measures employed in hectic fever salicylic 
acid and particularly the soda salt which 
is better tolerated by the stomach are the 
most active remedies. A portion of the 
salicylic is elimated by the lungs as 
salicylic acid thus disinfecting in a cer- 
tain measure, the decomposing products 
to which absorption the hectic fever is 
due. 


SALICYLIC ACID LOCALLY IN RHEUMA- 
TISM. 


Dr. Thomas Manley (L’ Union Medicale, 
No. 71, 1894,) praises salicylic acid in 
acute articular rheumatism where it is 
claimed to exert a marvelous action when 
applied locally. In articular pains 
whether the joints be swollen or not, in 
lumbago, sciatica, intercostal neuralgia, 
as well asin gonorrheal rheumatism it 


acts well. He employs the following 
formula: 


20 | o (Sv). 


16 | o (3iv). 
120 | o (Siv). 
360 | o (3xj). 
To be applied locally. 


TREATMENT OF CHOREA. 


Prof. Dujardin-Beaumetz (Revista de 
Ciencias Medicas de Barcelona, No. 11, 
1894,) before attempting to treat a case of 
this disease would differentiate the variety, 
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for there first must beeliminated the chron- 
ic forms, double athetosis, cerebellar 
hereditary ataxia; these choreic affections 
are completely incurable. Ordinary cho- 
rea, Sydenham’s variety, is divided in two 
great groups: 1. Chorea of rheumatic origin 
and chorea associated with hysteria; this 
latter variety is byno means rare in child- 
hood. Cases in which these two factors 
are mixed give rise to therapeutic doubts. 
In the rheumatic variety it is wrong to 
reckon upon an effect from the salicylate 
of soda; antipyrine in four doses per 
diem of a gram in each will be much 
more efficacious. Legroux thinks that 
this remedy is inferior to the bromide of 
potash in the hysteric variety. Though 
phenecetine has not given constant re- 
sults, exalgine on the contrary has yielded 
a number of rapid cures even in eight 
days. A moderate daily dose is 0. 40-0.75 
in doses of 0.10. Dujardin-Beaumetz 
is of the opinion with Bardet and Mon- 
corvo that a daily dose of 0.30 is quite 
large enough: antipyrine should be re- 
served for rheumatic cases. In chorea- 
gravis he advises chloral (1.0-4.0). The 
hysteric variety is recognized by the 
stigmata of this affection, anesthesia of 
the palate, other disturbances of sensation, 
hysterogenic zones, and a history of in- 
herited nervous diseases. The bromide 
in a daily dose of 4.0-5.0 and arsenic are 
absolutely indicated; hydropathic meas- 
ures are also valuable as they combat the 
depression produced by the bromide 
massage and gymnastics. 


TREATMENT OF VULVAR PRUBRITUS. 


In the (Journal de Medicine de Paris, 
No. 25, 1894,) the following treatment is 
advised : 

1. Pruritus of diabetic origin. Examine 
the urine, if sugar be present regulate the 
diet, administer specific treatment and ap- 
ply very hot water locally. 

2. Pruritus dependent upon a chronic 
eczema of the genital organs a gonorrhaal 
vaginitis, simple leucorrhea or vaginismus 
with reflex hysteric manifestations. 

Allow no stimulating foods nor drinks. 
In profuse leucorrhea either recent or 
chronic, inject morning and evening a 
warm two-quarts solution of permanganate 
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of potash, 1:1000, into the vagina. Ap- 
ply locally three times a day the follow- 
ing: 


Water. cccccccccccceccsscccse 450]0 (xiv). 
See aet...--..:-. 50jo (3jss). 
Bichloride Mercury......... t|o (grs.xv). 
Indigo Carmine............ 05 (gr. j). 


When the burning and itching are se- 
vere, which is especially in the second half 
of the night, apply water as hot as can be 
borne. Avoid all salves with a fatty base 
as they are liable to ferment and to in- 
crease the irritation. 






HEMICRANIA. 


In the Gazzetia Degli Ospedali, No. 75, 
1894, the following pill is recommended 
in migraine: 

4 Sulphate Quinine.......... 3]0 (grs. xlv). 
Powdered Digitalis Leaves. 1 | 50 (grs. xv). 
BPE Binccssccoscocseneees 

A spaaaare for thirty pills. Twoto six during the at- 





TREATMENT OF EPITHELIOMA OF THE SKIN. 


Dr. Gavino (Journal de Medicine de 
Paris, No. 25, 1894,) claimed to have 
cured all the cutaneous epitheliomas com- 
ing under his observation without excep- 


tion, by application of the following 
paste: 


Fuming Nitric Acid.......... 10 | o (Sijss). 
R Bichloride Mercury........... 4 0 (3). 


Berzelius’ Paper. q. s. to form 
@ PAStE.... cccccccccccsccces 


Apply locally once every twelve days. 

The most extensive epithelial cancers 
will yield in a short time to this topic ap- 
plication and cicatrization will follow rap- 
idly and under good conditions. 





RENAL ALTERATIONS IN SULFONAL POIS- 
ONING. 


Dr. R. Stern (Hospitals-Tidende, No. 
13. 1894,) communicates a fatal case of 
sulfonal poisoning ina seventy year old 
woman who, suffering from a mental dis- 
ease, had received about 175 grams 
of sulfonal in daily doses of. a gram, 
at first and later of two grams. 
Though the drug was _ occasionally 
discontinued, eight days before death 
hematoporphynuria was observed and 
she died after having laid comatose 
for two days. The kidneys presented an 
extensive necrosis of the epithelium of the 
canaliculi especially in the tubulicontorti. 
In portions of the cortical section there 
were places where the epithelium could 
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not be colored at all. The glomeruli were 
not distinctly affected, the capsules were 
somewhat thickened and contained here 
and there slight hemorrhages which were 
also found scattered through the renal 
tissues. Some increase of the intersti- 
tial tissue and thickening of the arterial 
walls. The latter he thinks are but 
senile changes while the extensive necrosis 
of the epithelium is due to the sulfonal 
alone. As soon as hematoporpharine or 
casts are observed in the urine the drug 
must be immediately discontinued. 


AUXILIARY TREATMENT OF SYPHILIS. 


Dr. Charles Stern (Gazette des Hopitauz, 
No. 74, 1894,) claims that though 
antisyphilitic treatment in persons in 
former good health will usually suffice it 
is by no means all that is to be done in 
managing this disease. There is besides 
an auxiliary treatment which must be con- 
sidered. It properly consists of other 
remedies than specifics, hygiene and bath- 
ing. As to the combination of other 
remedies with antisyphilitic treatment 
there are many prevously existing states 
which affect and are affected by the in- 
grafted syphilis. Anema is one of the 
most important; it is rarely due to 
syphilis alone but existed anteriorly, at 
least in the male. In the female it is more 
frequent though if occuring after growth 
has ended and the organism has entered 
into a state of nutritive equilibrium it is 
less frequent. A sort of cachexia may re- 
sult which inclination was present before 
and which the syphillis only unmasked. 
Though mercury has been claimed to in- 
crease the anemia Mauriac does not be- 
lieve it. He regards it asa valuable re- 
constructive, and only to be discontinued 
when it is not tolerated or seems to have 
exhausted its strength. In the associated 
chloro-anemia, anemia and neurasthenia 
reconstituents, must be employed. The 
iron preparations and tonics are not only 
compatible with mercury and iodine but 
they even favor their action. 





EARLY TREATMENT OF SYPHILIS. 


Dr. Jullien (Muenchener Med. Wochen- 
schrift, No. 25, 1894,) believes in the 
abortive treatment of syphilis and that as 
soon as a chancre is diagnosed. He em- 
ploys subcutaneous injections of calomel- 
1.0 calomel; 10.0, vasseline. A moderate 
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dose is injected every fourteen days deeply 
into the buttocks four to five cms. out- 
side of the sacrum, under rigid antiseptic 
precautions. This prevents the develop- 
ment of the chancre and a later and much 


milder outbreak of secondary symptoms, | 


after two to four months. 

If one begin two or three weeks after 
appearance of the initial lesion this 
fortunate modification will not be observed. 
As to later symptoms he has after four 
years observation not seen them appear. 
Treatment must be continued for five to 
six months and the injection varied ac- 
cording to the individual; later one every 
twenty to twenty-five days will suffice. He 
believes it poor advice to await the de- 
velopment of the secondary symptoms 
and begin treatment when the whole or- 
ganism has become infiltrated. little 
cocaine added to the solution will prevent 
the pain of injection. He is a warm ad- 
vocate to abortive treatment. 


CHLORINE WATER IN DIPHTHERIA. 


Dr. Schubert ( Wiener Med. Presse, No. 
24, 1894,) speaks highly of chlorine water 
as a specific in diphtheria. He has em- 
ployed it in several severe cases of the 
epidemic variety, with brilliant results. 

he effect is seen at once, for progress of 
the disease is stopped, the fever drops, 
the general condition improves, the appe- 
tite becomes better, the throat clears up, 
and the membranes gradually disappear. 
This action is so characteristic that it is 
always observed. He prescribes the fol- 
lowing: 


Chlorine Water 40 
Distilled Water.....0....0e.002 20 


In grave cases every hour, and in those 
less severe every two to three hours, a tea- 
spoonful of this solution is administered ; 
lengthen the intervals or decrease the dose 
with improvement. The other children 
and members of the family should take a 
teaspoonful two to three times a day as a 
prophylactic. Thus administered he has 
never observed an extension of the dis- 
ease in families where it had broken out. 
As chlorine is the strongest bactericide its 
action is easily explained. He has never 
observed any disagreable consequences of 
this treatment so that the fear of using 
this remedy is wholly groundless; it is 
feared because it is not understood. On 

cecount of the acrid and biting odor it is 


© (3514). 
° es 
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best to hold the noses of small chiidren 
in giving it. The taste is not disagreable 
but somewhat sour. 


LIVER AFFECTIONS AND EPISTAXIS. 


Prof. Verneuil (Muenchener Med. Wo- 
chenschrift, No. 25, 1894,) believes that 
most all cases of epistaxis are due to a 
liver affection and if observed in children 
without distinct hepatic derangement then 
the disease is latent. He warns against: 
stuffing anemic children having frequent 
nose-bleed with toxic drags when these 
only increase the congestion and do no 
good.. He has cured many cases by 
alkalies, vegetable diet and douches to the 
region of the liver. 


FLECHSIG METHOD OF TREATING EPILEPSY. 


Dr. L. Stembo (St. Petersburger Med. 
Wochenschrift, No. 15, 1894,) has tried 
in nine cases the Flechsig method of 
treating epilepsy which consists in pre- 
scribing first exclusively opium and then 
to follow this with the bromide, and with 
encouraging results. In all his cases the 
attacks ceased after a treatment of several 
weeks, the attacks either disappearing al- 
together or becoming very infrequent. He 
gives smaller doses of extract of opium 
than Flechsig, (0.02-0.06) several times 
a day for a month and increases the dose 
up to 0.24-0.36. Then he suspends the 
drug and prescribes the bromide 3.75-7.50 
per diem, for four weeks. This dose is 
gradually diminished to 1.5 a day. 


Urticaria of Children. 


We find in ZL’ Union eMdicale this prescrip- 
tion: 


Mix and triturate well. Sig.—Apply locally to affected 


Acute Coryza. 
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EDITORIAL. 





DO NOT TURN OUT THAT CLOT. 





For more than a century at least, ob- 
stetricians have been practically unani- 
mous in making one of the essentials in 
the treatment of post-partum hemorrhage, 
emptying the uterus of clots of blood. 
Turn out that clot, has. been the constant 
and common chorus of obstetric teachers. 
Yet it sometimes happens that rules in 
medicine have exceptions; these rules are 
not always like Median and Persian laws 
in their unchangeable character. Though 
to some it may seem obstetric heresy it 
can be justly asserted that there are cases, 
very rare it is true, in which the injunction 
to turn out that clot, should be changed in- 
to, Do not turn out that clot. Two cases 
will be given in illustration of the advice 
here suggested : 

The first is quoted from Contamin’s* 
monograph, published in 1877: ‘‘ There 
are nevertheless cases in which clots seem 
to oppose a barrier to the flow of blood. In 
one of his patients Professor Bouchacourt 





*Etude sur les hemorrhegies qui surviennent pend- 
ant les suites de couches. 


three times emptied the uterus of clots 
contained in it. Every time the effusion 
recurred, and clots were reformed in the 
uterine cavity. The patient was exhausted 
and syncope was imminent. As thesize 
of the uterus was not very great and did 
not seem to increase, this condition indi- 
cating that the hemorrhage was suspended, 
the clots were left in the uterus.” ‘‘ The 
hemorrhage did not recur and the follow- | 
ing day the clots were spontaneously ex- 
pelled. ” 

‘In this case the clots had the role of 
an obstacle to the flow of blood, and one 
might ask what would have happened if 
the obstetrician had determined at all 
hazards toempty the uterus. Only in ex- 
ceptional cases can this example be fol- 
lowed. Nevertheless we are authorized 
to temporize when the hemorrhage seems 
arrested, and especially when the consis- 
tence of the uterus indicates the return of 
its contractions. ” 

The second case is found in the Trans- 
actions of the Indiana State Medical So- 
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ciety for 1884, and is from that veteran, 
so honored whereever known, Dr. James 
F. Hibberd. Dr. H’s patient was 28 
years old, and the history is of her second 
confinement. ‘‘ Her labor was rapid, and 
relatively easy, the second stage continu- 
ing about two hours. My hand upon the 
abdomen witnessed that the womb was 
fairly contracted immediately after the ex- 
trusion of the child, and then the ordinary 
time was consumed in attention to the 
child, say fifteen minutes. Turning to 
the mother I found that she was bleeding 
freely, which was not arrested by subject- 
ing the womb to massage through the ab- 
dominal walls, nor was the placenta there- 
by passed down into the vagina. Promptly 
following up the chord the uterus was 
found in a state of hour-glass contraction, 
the constriction being about the middle, 
with the placenta in the upper division. 
With prudent haste I dilated the stricture 
with my fingers bunched pyramidally, to 
find the placenta not lying loose into its 
abnormal chamber, but more firmly ad- 
herent than I remember to have met with 
before, not peeling off from its attach- 
ment, as adherent placentas usually do, 
but requiring to be crushed off, as it were, 
by careful rigor with the ends of my fin- 
gers. This task performed, by external 
manipulation I secured contraction of the 
womb as I withdrew my hand, and im- 
mediately gave her a full dose of fluid ex- 
tract of ergot, a medium dose of morphia 
and a moderate dose of alcohol, then sat 
down by the bedside with my left hand on 
the abdomen over the uterus, which was 
now slightly enlarged, my right hand 
fingers on the pulse, and awaited events. 
They came rapidly. In removing the 
placenta the patient’s head had been 
placed on the same horizontal plane with 
her body, and it was leftthus. Her pulse 
was quick and feeble. She was anxious 
and distressed, complained of flashes of 
heat and a sense of suffocation, the pulse 
failed rapidly, was no longer discernable, 
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the breathing ceased, and all was quiet as 
the grave—my patient had fainted, and 
still I moved not, nor allowed any one else 
to move. No water to her face, no cam- 
phor to her nose, no rubbing ’of the ex- 
tremities of my patient lying there in the 
similitude of death; but I sat and watched 
and hoped. Presently there was a faint 
wave at the wrist, then a half developed 
sigh, and anon the fullness of respiration 
in my patient and a restored circulation 
were the evidences of her return to con- 
scious life, and still I sat and watched. 
In a few minutes the breathing was again 
hurried, another expressed apprehension 
of smothering, and again the pulse faded 
to indistinctuess, and for the second time 
my patient had swooned from loss of 
blood, and yet another time no restoratives 
were applied, but the case left to the 
recuperative resources of nature, and they 
were equal to my anticipations and de- 
sires. The phenomea of active life soon 
re-appeared and reached a satisfactory 
state, etc.” ‘‘ No subsequent evil was 
manifest, and the patient had speedy and 
complete recovery. ” 

From the comments made by Dr. Hib- 
berd upon the treatment, the following 
are taken: ‘‘I deem it a fair scientific 
conclusion that where a syncope is due to 
a hidden loss of blood, or other acute im- 
pression in a system otherwise in a physi- 
ological condition, there will be an auto- 
matic restoration, unless the shock itself 
is fatal, and in such case the scene is 
closed at once, with, of course, no margin 
for help.” ‘‘In my puerpera I looked for 
syncope, and desired it for remedial pur- 
poses.” ‘* The second swoon was not 
anticipated, but did not carry with it any 
apprehension of increasing evil, as it was 
not regarded as an evidence of continued 
hemorrhage because of the testimony of 
the hand still held in the inquiring posi- 
tion on the abdomen over the uterus.” 
‘* If in this case I had become alarmed at 
the enlargement of the womb after the ex- 
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hibition of the drugs, and by massage or 
the insertion of the hand had removed the 
clot from the uterus and attempted to 
maintain a better contraction of the uterus 
by manual efforts or the intra-uterine use 
of ice or hot water, or a styptic, I am of 
the opinion I should have sacrificed my 
patient; and I am further convinced that 
if, misapprehending the significance of 
the syncope, I had called aid and insti- 
tuted active measures of restoration, I 
should have done an uncalled for and un- 
wise act, bringing my patient’s interest 
into farther jeopardy.” 

We have quoted quite fully from Dr. Hib 
berd’s paper, not only for the enforcement 
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of the truth that it is not always good 
practice to ‘‘ turn out that clot,” but for 
the graphic description of post-partum 
hemorrhage, as well as to illustrate the 
necessary calmness of the obstetrician in 
this great and immediate peril. 

Whatever criticisms of the particular 
steps in the treatment may be made, 
whatever other obstetricians might have 
changed, or added, the result testifies very 
clearly. 

And are we wrong in adding, wisdom is 
justified of her children ? 

But let it be borne in mind, that it is 
only in exceptional cases the obstetrician is 
right in departing from theestablished rule. 





AN ERROR CORRECTED. 





Some un fortunate and unexplained acci- 
dent credits the article on ‘‘ Placenta 
Previa Centralis” which appeared in the 
REPORTER for July 21, 1894, to the pen 


of J. Campbell Edin, M. D., C. M. (Mc- 
Gill), L. R. C. P., whereas the writer’s 
name should have appeared, J. Campbell, 
M. D.,C. M. (McGill), L. R. C. P. (Edin). 





ABSTRACTS. 





THE PHYSICAL DIAGNOSIS 


Gebhardt observers that the attack us- 
ually begins four or five hours after the 
chief meal—that is, shortly after the en- 
trance of the stémach contents into the 
duodenum. According to the size and 
position of the stone after it has passed into 
the common bile duct, distention of the 
gall-bladder may be recognized at once, 
or later (when the gall-bladder has been 
copiously filled, or not at all). The 
swelling lies between the right parasternal 
line and the anterior axillary line, mostly 
a little to one side of the right rectus mus- 
cle. If the gall-bladder is much distended 
it may give rise to errors in diagnosis. 
This distention only takes place in a min- 
ority of the cases. It may be absent 
owing to the smallness of the gall-bladder, 
or to the obstruction being incomplete, or 
lasting too short a time. It occurs in 
severe attacks, or in those who have had 
repeated attacks.. The commencement of 
the attack may last a couple of hours with- 
out pain, during which time the ball- 
bladder may be palpable. The shrinking 


OF GALL STONES. 


of the swelling shows the end of the at- 
tack. After a severe attack a friction 
sound, synchronous with inspiration and 
expiration, and sometimes of diagnostic 
value, may be heard over the gall-bladder. 
This is due to local peritonitis, and it ex- 
plains the continuance of pain. An ice- 
bag is more useful here than warm appli- 
cations. The liver may swell after severe 
attacks and fever be present. Attacks 
may occur with pain and fever, but there 
is neither swelling of the gall-bladder nor 
of the liver, and no stone is found in the 
stools. It is thought that the stone slips 
back into the gall-bladder, but other pos- 
sibilities exist. The swelling of the gall- 
bladder may be due to obstructions having 
other causes; it does not occur in cardialgia. 
When, after several attacks no stone is 
found, no friction sound heard, and no 
swelling of the gall-bladder felt, chole- 
lithiasis may, with tolerable certainty, be 
excluded, and neurotic hepatic colic may 
be assumed with great probability.—Brit- 
ish Medical Journal. 
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OF GENERAL SUPPURATIVE PERITONITIS FOLLOWING 


THE RUPTURE OF A PYOSALPINX DURING LABOR; 
DEATH; AUTOPSIES. 





BY RICHARD BARTLETT OLESON, M. D. 





The writer was unable to discover any 
anatomical reason for the comparatively 
good health of the patients during the 
first twenty four-hours. In each case 
there was no obstacle to the free outflow- 
ing of the pus, and it would seem as 
though symptoms should have resulted at 
once, upon the end of labor. 

CONCLUSIONS. 

1. Particular attention should be paid 
by the obstetrician to a history of slight 
obscure febrile attacks during gestation, 
especially when there is any discoverable 
cause for a possible pelvic lesion. These 
attacks are generally referred to as ‘‘ ma- 
larial” by the patient, but in a nonpaludal 
region, if quinine does not vanquish them, 
and an examination of the} blood reveals 
nothing, the pelvic viscera may be looked 
to with decided profit. 

2. Inaddition to the usual examination 
as to the condition of the urine, position 
of fetus, size of pelvic straits, etc., there 
should be in every case an attempt to dis- 
cover the condition of the uterine adnexa, 
with an especial view to the possible exist- 
ence of puruient collections, the limiting 
adhesions of which are partiularly liable to 
yield to the terrific strain upon the whole 
pelvic contents in childbirth. In the class of 
cases usually seen by the membersof this so- 
ciety this will be found somewhat difficult, 
but where one is able to examine a woman 
before the ninth month of gestation the 
procedure should be fairly easy, and easy in 
direct proportion to the earliness of time at 
which the aceouchenr is retained. 

3. Itshould be regarded as an obste- 
trical axiom that no woman with a pyosal- 
pinx should ever be allowed to enter labor 
carrying this pus in her body. Undoubt- 
edly many a woman has gone through labor 
safely in spite of the existence of this con- 
dition, but it never can be considered as 
anything short of an accident which ought 
not toagain occur. The powder magazine 
was there, the match was applied but for 
some reason the powder did not burn. 
If all statistics could be known undoubtedly 
even such a dernier resort as Csesarian sec- 
tion, would be found to offer better results 
both as to mother and fetus, then the per- 
sistence of the pyosalpinx unmolested, 





especially an aseptic Cesarian section per- 
formed as an operation of convenience and 
election. 

4, Ifa woman with a pyosalpinx has 
once entered upon labor there is then no 
precaution, short of a laparotomy, which 
may be taken by the obstetrician, that can 


. avail him anything in the pervention of 


general peritonitic infection. No detail of 
strict asepsis should be neglected, yet in 
spite of all endeavors tearing of the slight. 
adhesions about the tube may occur, with 
most lamentable consequences. 

5. Itis especially noteworthy that in 
both of these cases labor was very rapid of 
completion and the pains strong and ex- 
pulsive. Evidently this fact has direct be- 
aring upon the causation of the rupture of 
adhesions. 

6. Contrary to the general idea, the 
fact that over-twenty-four hours have 
elapsed since the delivery of the placenta 
with no bad symptoms whatever, does not 
militate against the diagnosis of general 
suppurative peritonitis, due to a ruptured 
pyosalpinx, and the sudden rise of tem- 
perature occur for which no other local 
nor general causes may be found. 

%. The early diagnosis of this affection 
is especially difficult, because: 

a. The abdominal parieties are very 
much relaxed, thus requiring considerable 
gaseous distention to exist before tym- 
panites is noticeable or the liver dullness 
interfered with. 

b. The prevalence of after pains is so 
universal that the first subjective symp- 
tom, the danger signal, may be entirely 
overlooked, being attributed to a cause 
entirely separated from the true one. 

c. In at least a certain proportion of 
cases collapse, vomiting and abdominal 
pains may be entirely wanting, and symp- 
toms be referred to another part of the 
body. / 

8. Once developed, any intrauterine 
measures looking to the relief of this disease 
are worse than useless, only serving as & 
means of wasting priceless moments. 
There is but one treatment affording the 
least chance of help, immediate laparotomy 
under strict asepsis with drainage, aided 
by free saline catharsis. 
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CURRENT CITERATURE REVIEWED. 


IN CHARGE OF ELLISTON J. MORRIS, M. D.. AND SAMUEL M. WILSON, M. D. 





THE AMERICAN JOURNAL OF THE MEDICAL 
SCIENCES. 


for July. Dr. W.T. Lusk contributes a paper 
on the 


Relative Values of the Various Surgical 
Methods of Treating Uterine Fibroids. 


The author asks the question whether, if 
the uterine growth is of small size and the 
pain and vesical discomfort are slight, it is 
not good practice to delay a little, and con- 
trol, if need be, an attendant menorrhagia by 
the curette, by the tampon, or ergotine, or 
the methods of Apostoli. He declares that 
the argument in favor of more radical meas- 
ures, because of the supposed liability of 
myomata to reap changes, especially in 

atients nearing the climacteric, has clinically 
Fittle weight. Of the palliative measures, he 
says that curetting unquestionably furnishes 
the greatest number ofdisappointments. He 
reports a case in which a daily combined 
uterine and vaginal tampon of iodoform 
gauze caused a diminution of one half in the 
size of the tumor. Of vaginal enuclea- 
tion he says, ‘“‘ The operation is, of course, 
applicable to tumors of small sizes. It 
would be contra-indicated in multiple and 
subserous fibroids, by inflammatory condi- 
tions, and in fixation of the uterus by 
old adhesions. Great care needs _ there- 
fore, to be taken in the prefatory diag- 
nosis. Not only should careful bimanual 
examination, (best under ether) be employed, 
but the cervix should be sufficiently dilated 
to permit the most thorough digital explora- 
tion of the uterine cavity. Nor is it to be for- 
gotten that the good results which have re- 
stored the method to favor are due to aseptic 
methods. During the operation nearly con- 
tinuous irrigation of the uterine cavity should 
be employed, and at its completion the emp- 
tied sacshould be carefully packed with iodo- 
form gauze.’?’ When radical measures are 
deemed necessary, the author thinks that, 
where practicable, vaginal hysterectomy 
should take precedence of the abdominal 
form. When the tumor much exceeds the 
size of a child’s head, it is asa rule advantage- 
ous to attack it from above. The question of 
castration is a legimate one although it has 
been decried of late. The author quotes the 
=pereene of others on thesubject and seems 
to be of the opinion thatin certain cases it 
may be the best procedure. It is not to be 
performed in large tumors or cystic growths 
or where adhesions prevent the complete re- 
moval of the ovaries. Under favorable con- 
ditions, complete extirpation of the uterus is 
the wisest course; but excessive ansemia, a 
feeble circulation, or the length of time needed 
to separate adherent viscera should be taken 
into consideration. All pedicled growths 
should be tied off and the uterus allowed to 


remain. The author is of the opinion that 
complete extirpation of the uterus is a more 
severe and mutilating operation than the 
supra-vaginal amputation. 

r. Frederick P. Henry gives the 


Clinical Report of Two Cases of Rayngud’s 
Disease. 


The author thinks that many cases of 
symmetrical gangrene reported as examples 
of Raynaud’s disease have an anatomical 
basis in endarteritis obliterans, but they are 
in his opinion spurious’ There is little to 
support the theory that peripheral neuritis is 
the cause of Raynaud’s disease, and the 
author thinks that the theory of arterial spasm 
is most in accord with the clinical phenom- 
ena. In those cases in which hzemoglobi- 
nuria is observed the author thinks this symp- 
tom dependent on an excretion of hzemo- 
globin which has been separated from the 
red atc in the peripheral asphyxiated 
parts. 

The paper is illustrated with colored cuts 
of the condition as presented by one of the 
cases reported. 

Ray Thomas G. Manley contributes an arti- 
cle on 


Gonorrheal Arthritis, 


reporting several cases. Hedivides the cases 
into the sub-acute, or abortive and the acute 
severe gonorrheeal arthritis. The one symp- 
tom more valuable than all others in these 
cases is the persistence of pain and inflamma- 
tion in one articulation. Another is the 
chronicity of the effusion into the joints. In 
the treatment he states that effective remedial 
measures are efficient in | prrempecresd all cases 
of gonorrheeal arthritis, if the cases are seen 
before organic changes have taken place in 
the joints. For internal medication mercury 
occupies the first place. First as a purgative 
and hepatic stimulent, and secondly in small, 
but oft repeated doses as an antiphlogistic. 
It may be administered by inunction, fumi- 
tion, hypodermatically or by the mouth. 
t should given with a free hand until 
there are signs of amelioration or its toxic 
action is becoming manifest, when it should 
be discontinued. Pain will require the use 
of anodynes, If there is a malarial, rheu- 
matic, or strumous —— — 
colchicum, and the alkalies, or cod liver oil 
should be freely given. The body should be 
at complete rest; in a comfortable position. 
Of Tocal treatment the author places the local 
abstraction of blood as the most effective of 
all local measures in the early acute stages. 
The author does not approve of the use of any 
orthopsedic apparatus in the early stages of the 
disease. But when the intensity of the mal- 
ady passes over, as the joint is temporarily 
crippled, a comfortably adjusted bandage 
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serves a most valuable perpeee. Protracted 
immobilization in plaster-of-Paris is of little 
use unless the joint is hoplessly destroyed, 
when the support which it contributes fixes 
the articular surfaces until ankylosis is com- 
plete. Hot or cold applications, emollient 
poultices, rubefacient plasters, and even the 
actual cautery, each and all have their place. 
Surgical intervention is occasionally de- 
manded in grave cases of the disease. Injec- 
tions of antiseptic substances in the joint 
have never been successful into the author’s 
hands. When aspiration shows the presence 
of pus in the joint and constitutional disturb- 
ances are marked, then an incision into the 
a. with free irrigation should be tried. 

hen the articulating surfaces have been 
honeyeombed by erosions and penetrating 
ulcers the joint must be sacrificed. The 
author is of the opinion that, as the system 
in these desperate cases is in a depraved state 
and the recuperative powers are very feeble, 
the only means which holds out any hope of 
saving life is amputation. 

As the result of his experience the author 
comes to the following conclusions: 

First, with reference to diagnosis. This is 
not difficult to decide when the differential 
characters of rheumatism and of tuberculosis 
are remembered. In all of his cases except 
one there was undisputed evidence of gonor- 
thoea, though the specific microbe was not 
found in all. 

In none of his cases did perfect functional 
restoration follow the Hence, ure- 
thral arthritis must be regarded as one of 
those diseases in which complete resorption 
of inflammatory deposits rarely if ever occurs. 

The author’s observations lead him to ig- 
nore the general view that it is a masculine 
disease, as there were in his cases, an equal 
proportion in each sex. 

e treatment must be energetic and anti- 
phlogistic. Mercury, if given early, exercises 
& most salutary influence in the course of the 
malady. If rheumatism is suspected as a 
complicating factor, then colchicum with the 
alkalies is useful. 

The local management of the affected part 
is important. In theearly stage free abstrac- 
tion of blood; later, blisters, lotions, the band- 
ages, etc. After theacute stages have passed 
then moderate motion should be instituted 
if we would avoid or limit the ankylosis. 

Myomectomy as a Substitute for Hysterec- 

tomy. 
is discussed by Dr. E. C. Dudley. Myomec- 
tomy he says, should be supplemented by re- 
moval of the appendages in the three follow- 
ing classes of cases: 

1. Cases in which the appendages are the 
seat of such disease as would demand their 
removal under other conditions. 

2. Cases in which the enucleation of the 
tumor or tumors has so injured the uterus as 
to render it incapable of performing its func- 
tions, especially iftheinjury besuch as would 
cause cicatricial atresia at the uterine ends of 
the Fallopian tubes. This might be the oc- 
casion for the removal of the appendages on 
one side only. With inmnaneed ex perience 
this class ought to diminish. 
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8. Cases in which the uterus contains an 
additional myoma so inaccessible as to make 
enucleation extremely hazardous. 


The Treatment of Inoperable Malignant 
Tumors with the Toxines of Erysipelas and 
the Bacillus Prodigiosus 


is the title of a paper by Dr. William B. 
Coley. Inthe paper he reports a number of 
cases, and as the result of his experience pre- 
sents the following conclusions: 

1. The curative action of ogee las upon 
malignant tumors is an establis fact. 

2. Its action is much more powerful in sar- 
coma than in carcinoma. 

3. This action is chiefly due to the toxines 
of the erysipelas streptococcus, which may 
be isolated and used with safety. 

4. This action is greatly increased by the 
addition of the toxines of bacillus prodigio- 
sus, 

5. The toxines to be of value should come 
from virulent cultures and should be freshly 


rerpared. 

6. The results obtained from the use of 
toxines without danger are so nearly quite 
equal to those obtained from an attack of 
erysipelas, that inoculation should rarely be 
resorted to. 

Appended to the paper is a tabular state- 
ment of the cases inoculated by the author. 

The remaining paper in this issue is “On 
the Value of Ophthalmoscopic Corneal Im- 
ages’ by Dr. Ernest E. Madox. 


For Painful Defecation 
Attending inflammatory pelvic conditions, 


Dr. Murray (Norsk Magazin for Loagevid) 
recommends the following: 


Extract of bell: 
Cacao butter, q. s., for one suppository 
Sig —Two suppositories a day. The bismuth is added 


to prevent irritation of the mucous membrane of the 
rectum. 


In the German army the following applica- 
cation is ag se gm for the rapid cure of blis- 
ters of the feet incident to long marches.— 
Therapeutic Gazette. 


B 


M. 


Useful in Bronchitic Asthma. 
Potassii iodidi 
RB Ammon. carb 
Tinct. lobeliae 
Sp. chloroformi 
Vin ipec: 
Infus senegae, q. s. ad 


M. 
A tabl nful in a wineglassful of water every four 
hours.—Med. Press and Circular. 


Application for Chronic Pharyngitis. 


B 


M. 
Apply with a camel’s-bair brush twice or thrice daily. 


Mentho! 
Glycerini, q. s. ad 





ur 
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MEDICINE. 


What We May See in the Sputum. 


Microscopical examinations have so far 
superceded the older methods that we fre- 

uently overlook many valuable points of 
diagnosis that might be observed with the 
unaided eye. We may first observe the 
quanity, reaction and consistence. ‘- 

Patients with bronchitis or cavities, and 
especially cases of bronchiectasis, have the 
largest quantity. 

Unless contaminated with vomited matter, 
sputum is always alkaline. 

Mucus sputum usually occurs early in.acute 
bronchitis. 

Muco-purulent sputum in chronic bron- 
chitis and in ‘phthisis, or in later stages of 
acute bronchitis and pneumonia. 

Purulent sputum (nearly pure pus) indi- 
cutes a cavity or an empyema. 

Serous sputum is fluid, and contains albu- 
men, and is frothy. Characteristic of edema 
of lungs. 

Blood expectorated from the lungs is 
usually bright red, frothy and alkaline. 
From the stomach it is dark, nearly brown, 
and acid in reaction. 

Coal soot makes a black or gray sputum. 

Fibers and pieces of lung tissue indicate a 
cavity. 

Fibrinous casts indicate fibrinous inflam- 
mations. These are frequently found in 
croupous bronchitis. 


Rectal Alimentation. 


Huber has recently,shown by actual ex- 
perimentation, that from fifty-eight per cent 
toseventy per cent. of fluid egg albumen may 
be absorbed from the rectum without pep- 
tonization. A slightly larger proportion of 
albumen was absorbed after peptonization, 
but less than half as much when chloride of 


‘sodium was not added. The proportion of 


salt found necessary to stimulate absorption, 
was one gramme, or one-fourth of a drachm 
for each egg. 


Diet in Ulcer of the Stomach. 


Doctor Roux declares thatin ulcer of the 
stomach, food should be chosen that are di- 
gested in the intestines, such as milk, eggs, 
starches, fruits, and green vegitables; farina- 
ceous substances and eggs should constitute 
the chief diet. Lentils are preferable to 
potatoes and beans; among green vegetables 
salads are excellent; green peas, turnips and 
— should be Monee par ge rea ho 
puddings are easily digested, es y ey 
contain eggs.—Journal d’ Fygtene. 


Vomiting of Pregnancy. 


A writer in the Lancet says: “‘I have not 
failed once for many years, by a single vesi- 
cation over the fourth and fifth dorsal verte- 
bree, to put an end at once to the sickness of 
pregnancy for the whole remaining period of 
gestation, no matter at what stage I was con- 
sulted. Theneuralgic toothache, and pruritis 
pudendi of the puerperal condition yielded as 
readily, and to one application.”’ 


Beta-Naphthol in Typhoid Fever. 


The author, Dr. Petresco (La France Med.,) 
has treated 647 typhoid cases with Beta- 
naphihol, alone or associated with quinine 
sulphate,—the former in doses of 3-4 
grammes (45-60 grn.) daily, and the quinine 
in the daily dose of 1-2 grammes (15-30 grn.) 
He prescribed, instead of water, lemonade 
containing 3 per cent. of sodium benzoate, or 
ro-} per. cent. of benzoic acid. In the grave 
ataxo-adynamic forms, he applied wet packs. 
The author has arrived at the following con- 
clusions: 

1) Typhoid fever treated from the beginning 
with beta-nayhthol, can be mitigated and 
even arrested. 

2) The proper dose of naphthol is 3-4 
grammes (45-60 grn.) pro die, administered 
in twelve cachets at hourly intervals; this 
dose to be repeated every day until recovery 
sets in. 

3) This treatment arrests the phenonema 
of auto-intoxication or secondary infection. 
The malady follows its natural, cyclic course. 

4) This treatment is incompatible with that 
by alcohol or alcoholic beverages, since alco- 
hol is a solvent of beta-naphthol. 


The Effects of Quiniae on Pregnancy. 


A collective investigation of this subject is 
published in the Indian Medico-Chirurgical 
Review for February, 1894, the results of 
which are as follows : 

1. The existence of pregnancy is no bar to 
the administration of quinine. 

2. For fevers and other affections during 
pregnancy in which quinine is indicated the 
effects of the drug aremore marked than those 
of any other. 

8. That abortion following the administra- 
tion of quinine is either the result of the 
original malady or the effect of idiosyncrasy. 

4, That allowing for an idiosyncrasy, in 
cases in which a tendency to abortion exists, 
and in others as a matter of precaution, 
quinine is best administered combined with 
a sedative (opium). 

5. Hence the old-standing view of the ac- 
tion of quinine on the duration of pregnancy 
is not borne out by the clinical experience col- 
lected in the replies. 
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The Nature and Treatment of Acne Vulgaris. 


D. Philippson (Therap. Monats.) Noth- 
ing absolutely certain is known as to the ori- 
gin of acne or the causal process which leads 
to stoppage of, and inflammation in and 
about the glands. As Dr. Philippson points 
out, the treatment is consequently sympto- 
matic. In those severe cases which are 
characterized by cutaneous and subcutaneous 
abcesses, by the formation of cysts with 
thread-like contents, and the production of 
irregular, disfiguring scars, surgical treat- 
ment is the best. Enclosed suppurative foci 
should be opened and the contents squeezed 
out, indurated tissue be incised, and strong 
(50 per cent.) salicylic acid nad applied to 
keep the incisions open. Compresses of aq. 

lumbi and acetate of aluminium may also 

used with advantage, as they thoroughly 
soften the tuberous parts which have been 
incised, and by causing them to retrogress 
make tbe pustules disappear. For acne of 
the second degree (Philippson distinguishes 
three degrees), i. ¢., when there are numer- 
ous comedones and nodules, pastes should be 
used containing soap, salicylic acid, beta- 
naphthol, resorcin, sulfur, etc. The follow- 
ing formule are employed in Lassar’s clinic 
(Prov. Med. Jour.) 


1. Beta-Naphthol 
Vaselin flavi 


2. Beta-naphthol 
Camphor trit. 


Sulf. preecip 
M. f. pasta. (CEstereicher.) 
3. Resorcin 
Zinc. oxid 
Amyli puri 
Vaseline flavi 
M. a (Isaac.) 
. Louis Med. and Surg 


Dr. Octinger, of Paris, has been carefully 
investigating the effect of treating small-pox 
patients in the dark, at any rate in light 
entirely deprived of actinic os as in a 

hotographic laboratory. The ndows were 

tted with red glass, the doors guarded by 
thick curtains, all artificial light was ex- 
cluded, except that of a photographic lamp 
with red and yellow glass, the latter only be- 
ing used in case of absolute necessity. The 
conclusions arrived at are that so far as con- 
cerns the evolution of the primary disease 
the darkness has not shown itself to be in 
any way an efficacious treatment of small- 
pox, but that it is certainly a therapeutic 
means of considerable effect against the eru 
tion. This developes more rapidly and al- 
though pus is formed it dries up more quickly 
and one escapes not only the ugly cicatrices, 
but the accidents arising from suppuration 
are rapa diminished. In aword, the 
darkness as a therapeutic agent in small-pox 
is above all a local treatment.—London let- 
ter in Chicago Clinical Review. 
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Seasickness. 


After a recent voyage, seasickness is a sub- 
ject which naturally comes up. It may be to 
others, as it was to me,a kindness to draw 
attention to a series of articles which ap 
recently in the New York Medical Journal 
entitled ‘‘ Recent Studies in Naupathia, or 
Seasickness, Symptomatology, Diagnosis 
Pathogenesis, and treatment by a New:an 
Efficacious Method.’’ It was written by'Dr. 
Winslow Warner Skinner, who, as ship’s 
surgeon on several trans-atlantic lines, had 
taken advantage of many opportunies tostudy 
the diseases. A complete synopsis of his 

per is too long to insert here, but the con- 
clusions upon the pathogenesis and treatment 
are of most interest. They are as follows: 

“1, The principle symptoms of naupathia 
result from the lowering of: the patient's 
arterial blood pressure. This is a condition 
sine qua non of their development. 

“2. Seasickness in a person otherwise 
healthy and not to aged is promptly curable 
in the vast majority of cases. 

‘*3, Even in aged persons, or in persons 
having certain affections of the circulatory 
apparatus, there is often amelioration of the 
general condition by the employment of the 
new method of treatment. 

“4, The treatment consists in the hypoder- 
mic injection of from half a milligramme toa 
milligramme of atropina sulphate, associated 
with a milligramme of strychnine sulphate 
(or nitrate,) dissolved in acubic centimeter 
of distilled mint water. 

“5. The administration of these eminently 
toxic substances demands a great degree of 
attention, prudence and supervision on the 
part of the physician, who alone should be 
the judge of the opportunity of their admin- 
istration and of their dose in each individual 
case. Given at proper times and in suitable 
doses, however, no harm whatever will follow 
their administration. London correspon- 
dent Cleveland Medical Gazette. 


Salycilate of Soda in Tonsilitis. 


This remedy is recommended as little less 
than a specific in acute cases. It should be 
given as early in the attack as possible and 
in sufficient doses to cause ringiug in the ears. 
Fifteen grains every three hours will usually 
cause this effect, when the dose may be di- 
minished to 10 and then to 5 grains at the 
same intervals. It should be continued for a 
day or two after disappearance of the fever.— 
N.C. Med. Jour. 


Ivy PoIsoNING will soon be seasonable; 
and while it is well for people who resort to 
the country during the summer to be careful 
while they pick wild flowers, it may be of 
use to them to know that, according to a 
series of cases recently peoerae by J. Abbott 


Cantrell,-M. D. Sa 
Labarraque’s solution (solution of chlorina 
soda) is an excellent remedy. It should be 
app ed in full strength by means of a pledget 
of lint or of diaper cloth, kept constantly wet 
with the liquid. It will effect a cure in from 
three to five days.—The Sanitarian 
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The Blood in Melancholia. 


The author examined the blood of twelve 
peers and the analysis gave the following 
results: 

1. In acute or chronic melancholia there 
was @ marked diminution of the number of 
globules; in very few cases the percentage 
approached the normal, Hemoglobin was 

uced in the same proportion. 

2. A number of cases show considerable 
curvation of the globules, becoming less 
marked after a tonic course. 

3. Systematic tonic treatment is very ef- 
ficacious in the treatment of this form of in- 
sanity. 

The administration of iron alone or com- 
bined with quinine and strychnine seemed 
to answer best. It showed that although 
melancholia cannot be produced by peveny 
of blood, yet that the latter is always associ- 
ated with the former and the improvement 
in the symptoms coincides with the improve- 
ment in the general health and quality of the 
blood.—Omaha Clinic. 


Treatment of Laryngeal Phthisis. 


Dr. Hajek presented a patient with laryn- 
geal tuberculosis upon whom he had tried a 
new treatment. The infiltration of the epi- 
glottis was so great that the man could no 
longer swallow. Dr. Hajek removed the en- 
tire epiglottis by means of a galvano-caustic 
loop, and treated the wound with lactic acid. 
Four weeks later the patient was able to 
swallow with ease. Since then he had cur- 
retted one of the vocal cords which was ul- 
cerated. This was also dressed with lacit 
acid and healed readily. It is now one year 
since the epiglottis was extirpated, and the 
cure is maintained. The patient has increas- 
ed in weight 19 kilogrammes (se pounds), 
proving that his general condition is better. 

r. Hajek stated that he had already extir- 
pated the epiglottis of three patients. The 
operation is easy, and there is no great dan- 
ger of hemorrhage. It is indicated in cases of 
infiltration or circumscribed tumors. The 
case proves, besides, in his opinion, that the 
prognosis of laryngeal phthisis is not so 
grave as one would suppose.—La Semaine 
Medicale in Southern Practitioner. 


The Treatment of Eczema of the Ear. 


A brief note in the Journal de Medicine de 
Paris gives the following directions. In 
moist eczema of this region, where the erup- 
tion is confluent and behind the ear or in the 
auricle, it is well to wash the parts with a 
very weak solution of bichloride of mercury, 
which should be warm. This should be done 
three or four times daily. After the parts are 
thoroughly disinfected, they may be dressed 
by an application of iodol, the auditory canal 
being closed by a pledget of absorbent cotton. 
This treatment is very useful in those cases 
where a discharge from the middle ear has 
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produced irritation. In dry eczema in this 
region we may also use the mild bichloride 
wash on follow it by an ointment com- 
posed of,— 


BOOBs sv ciawtiseeiwsinduvctceewonsssed gr. Xv. 
EN iinsid.; sscvosstescedeedia dass 8i. 


If the disease involves the external auditory 
canal, the desquamating epithelium should be 
remcved by some absorbent wool twisted up- 
on an applicator, and the canal anointed by,— 


BR TOGO. ccccccscccccccscesccesccecees gr. Xv. 
A arr 3i. 


The introduction of a tampon of wool will 
do much towards the keeping of the liquid in 
the canal. This dressing should be renewed 
night and morning. Often a cure results ina 
very few days.—Therapeutic Gazette. 


Guaiacol as an Antipyretic. 


Friedenwald and Hayden report a series of 
cases in which they have used guaiacol for 
this purpose. They think they are justified 
in concluding: 

1. That this drug has a powerful antipy- 
retic action, occasioning a reduction of from 
one to four degrees of temperature in from 
one to four hours. 

2. That in all cases this reduction of tem- 
perature is accompanied by profuse diaphor- 
esis, which may or may not be accompanied 
by a chill or chilly sensation. 

3. That great exhaustion is frequently 
produced. 

4. That the effects may be obtained from 
comparatively small doses (from 30 to 50 
drops), and that great care should, therefore, 
be exercised in the use of the drug. The drug 
should be applied but once or twice daily 
— the initial dose should not be above 36 


ps. 

5. That the effect produced by guaiacol, 
though more powerful, is the same as it ob- 
tained from most of the other antipyretics of 
the coal-tar series, and that the same care 
must, therefore, be exercised as with the 
other preparations. Its effect differs widely 
from the stimulating cold bath in being de- 


ressant. 

6. That the main indication for its use is 
in diseases soneeaonten by high fever in 
which the cold bath cannot be noir It 
may, therefore, be especially useful in typhoid 
fever as well as in all other diseases accom- 
panied by high fever in which irritability of 
the stomach ee the use of other an- 
tipyretics.— apeutic Gazette. 


The Death Test. 


Chas. Bouchard declares a certain, simple, 
and easily applied means of recognizing the 
presence of death is to ascertain the tempera- 
ture in the axilla; if this falls below 68° F. it 
is an undubitable sign that life is extinct.— 
Med. Age. 
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The Germicidal Action of Gallanol. 


A recent number of the Lyon Medical con- 
tains the report of a series of exhaustive ex- 
cages by MM. P. Cazeneuve, Rollet and 

icolas, to ascertain the germicidal value of 
gallanol. The action of the drug was tested 
on five microbes—that of anthrax, the 
staphylococcus aureus, the bacillus pyocan- 
eus, the Eberth germ, and the bacilli coli 
communis. The experimenters arrived at 
the conclusions that gallanol in excess com- 
pletely destroyed the vitality of the micro- 
organisms, that in a relatively weak solution 
their development was diminished, and that 
in an attenuated solution, while their growth 
was not materially affected, their pathogenic 
powers were destroyed. It was shown that 
the drug was an invaluable remedy in the 
vegetable parasitic diseases; while destruc- 
tive to the micro-organisms, it was perfectly 
non-toxic to the general system. Gallanol 
possessed such active germicidal properties 
that there was no doubt that it could be 
employed with great benefit in the infectious 
diseases as an abortive remedy.—W. Y. Med. 
Journal. 


Senile Forms of Multiple Neuritis. 


Oppenheim (Berliner klin. Wochenschrift,) 
reports six cases of multiple neuritis in 
persons between seventy and eighty-two 
years of age. There was a gradual impair- 
ment of motion and sensibility of the extremi- 
ties. They all had a high grade arterial 
sclerosis. On the fingers and toes there is 
paresthesia, with paralysis of the interossii 
and atrophy of the peroneii. Over the nerve- 
trunks there was slight tenderness, no pain. 
There was no disturbance of the reflexes. 
The cerebral nerves were also intact. There 
was slight anesthesia. Two of the cases im- 
proved markedly, a third slightly, one be- 
came worse, and the other two remained 
stationary. This form of neuritis is distin- 
guished from others by the absence of any 
toxic or infectious cause; its chronic cause 
the slight diminution of sensibility, and mild 
paralysis, and the freedom of the cerebral 
nerves. The cause is probably a process 
which partakes largely of the nature of 
arterial sclerosis. The t erapy is wet packs, 
galvanism, rest, and full diet.— University 
Med. Magazine. 


Treatment of Vomiting of Pregnancy. 
Lutaud ( Revue Obstetricale et Gynecologi- 


que, February, 1894) states that vomiting of 


pregnancy is best treated by cocaine. The 
action of this drug is often strengthed b 
combining it with antipyrin. Thus the fol- 
lowing prescription: 
R Chliorohydrate of cocaine. 
Anti: in 
Distliled 
ceases. 


If the stomach will not tolerate this quan- 
tity of liquid, ten drops of a one and a half or 
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two per cent. solution of cocaine are admin- 
istered, repeated at one or two hour intervals, 
At times the application of cocaine to the 
os is extremely valuable. 
The following prescription may be used: 


R Hydrochlorate of cocaine 
Extract of belladonna 


Cotin’s method of dilating the os with the 
finger sometimes causes immediate cessation 
of vomiting. Occasional success will follow 
Routh’s procedure, which consists in expos- 
ing the uterine neck by means of a speculum 
and painting with tincture of iodine. In 
cases of moderate severity, the following mix- 
ture will be found serviceable: 


Tincture of iodine 
Chloroform 


Sig.—Five drops night and morning at meal times, 
taken in Seltzer water.—T7heraputic Gazette. 


The Treatment of Varicose External Hem- 
orrhoids. 


When uncomplicated these hemorrhoids 
never uire an operation. The patient’s 
bowels should be carefully regulated; he 
should avoid prolonged sitting at stool. After 
each operation and at bedtime he should lie 
down upon his side and apply firmly to the 
parts a sponge frequently dipped in ice water. 
After this he should apply an astringent oint- 
ment spread upon a piece of soft lint, and re- 
tain it in position throughout the night. I 
have found no ointment better than the fol- 
lowing. 


“ stramonii, 


R Ung. belladon. L 
‘* ac. tannici, 


Under this treatment they will disappear 
and the patient’s anus become as well as 
ever. 

If from any complication, such as fissure or 
some other variety of piles, an operation 
should be necessary, these varicose hemor- 
thoids may be operated upon at the same 
time by excising the more prominent por- 
tions of the varicosities either by scissors, 
crushing or the clamp and cautery. The 
latter method is quite painful in these cases, 
owing to the involvement of the cutaneous 
tissue. I have frequently cured this variety 
of piles by making cross sections of the ring 
of veins at several points with the Paquelin 
knife heated to a dull red heat; the subse- 

uent pain, however, is a serious objection to 
this method. The operation by crushing is 
much less painful and equally effectual. I 
have not tried puncturing the tumors with a 
fine-pointed Paquelin tip, as advised by Dr. 
Kelsey, having heard of several cases of ab- 
scesses produced by this method.—J. P. 
Tuttle, M. D., in N. Y. Medical Journal. 
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The Early Diagnosis of Cancer of the 
Cervix Uteri. 


The British Medical Journal for May 12th 
gives areport of an sajdress delivered before 
the Southeastern Branch of the British Medi- 
cal Association by Dr. Ernest Herman, of 
London, in which he says that the early diag- 
nosis of uterine cancer #& important, as 
secondary growths occur later and more 
seldom with cancer of the uterus than of an 
other part of the body, and, if it is removed, 
there is a better prospect of freedom from re- 
currence than in any other form of the dis- 
ease. Modern improvements, he says, have 
made it possibly to remove cancer of any part 
of the uterus, so long as it is limited to this 
organ, with little risk, but to be successful it 
must be Kimited to the uterus. Cancer of the 
vaginal portion begins in a part that can be 
felt and seen, and it can be diagnosticated 
earlier than any other form, and therefore 
ought to be more successfully treated; cancer 
of the cervix spreads morerapidly beyond the 
uterus than the other form, and is less amen- 
able totreatment. This occurs wore f 
toward the end of the child-bearing period, 
but it has been seen in childhood and in ex- 
treme old age, and therefore the patient’s age 
should not influence the diagnosis. in the 
least. A tendency to cancer is sometimes 
hereditary, but t should not have the 
slightest weight, as only a very small pro- 
portion of patients inherit the disease. 

The first symptoms of cancer are usually 
hemorrhage and leucorrhoea; pain and 
wasting eome later. The early diagnosis is 
so important, says Dr. Herman, that any un- 
usual hemorrhage or discharge in a woman 
who has had children is a reason for vaginal 
examination, for it may be the first symptom 
of cancer, and the nature of this disease can- 
not be determined without local examination. 
In considering the local signs, the features 


which distinguish cancer in any partof the . 


body must be taken into consideration. 
hen cancer begins as an outgrowth from 
the surface it may look hike agrowth of warts 
or papille, or granulations on the vaginal 
portion, and the surface feels uneven or even 
rough. It may begin also as an ingrowth be- 
neath the surface. It can be detected by an 
angry, livid red spot the surface of which is 
at first quite smooth. This angry color de- 
pends upon the vascularity caused by the 
new growth and upon its tendency to break 
down, which leads to minute hemorrhages 
into the growth before the breaking down is 
extensive enough to make a breach of the 
surface. The livid surface of a cancer spot. 
bleeds on being rubbed, so that a smooth, 
dark red spot, bleeding on contact, is very 
suspicious. This is the earliest stage of 
cancer, and if there is a nodule that can be 
felt, the suspicion is still stronger. If the 
cancer has so advanced as to form a growth 
like a mushroom or a cauliflower, the diag- 

nosis can scarcely be doubtful. : 
With re; to microscopical diagnosis, Dr. 
Herman thinks that the value of the micro- 
scope has been ovenmntaonee and that to 
rely upon its use may lead to many mistakes. 
It may now and then, he says reveal cancer in 
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a doubtful case, but negative microscopical 
evidence sho@ld never be trusted. 


Treatment of Diabetes. 


In the Indian Medical Gazette for March, 
1894, Fermie writes that in treating diabetes 
it ought to be borne in mind that a dietetic 
treatment of an ohh a-g kind is most im- 
portant, more especially in middle-aged peo- 
ple and this bears out the rule of Prout, who 

aid it down long ago that “diet is the first 
and chief point to be attended to.” 

The diet ought to be so regulated as to pre- 
vent sugar being formed from the food, so 
that all sugar-forming food must be pro- 
hibited. This prohibition should be gradual 
and not abrupt. Its place, however, must 
be supplemented by assimilable oil or fat 
food,. such as cream, cod-liver oil, butter, 
cheese, fat bacon, ham and meat to any 
quantity, except liver. 

Too much milk should not be allowed, nor 
should pastry, potatoes, beet-root, puddings, 
and farinaceous substances be allowed at all. 
The highly-advertised diabetic foods, if really 
prepared, as stated, without starch, will be 
very beneficial, and will supply a want long 
felt in filling up the gaps made by the prohi- 
bition of articles of food which long use has. 
made almost indispensable, and renders the 

atient less discontented with the task set. 

fore him and more amenable to treatment. 
The gluten and almond biscuits prepared for- 
the victims of diabetes are so pleasant to the 
taste that invalids require no encouragement. 
to use them. Diabetic food may also be- 
sweetened with saccharin tabloids. 

It is necessary to regulate the drink as well 
as the food of diabetic patients. Water should 
only be drunk in moderation, while chocolate, 
sweet ales, cider, and all sweet and sparkling: 
wines should be forbidden; in fact, it is inad- 
visable to take alcohol in any form. 

So far as drug treatment goes, there is none 
which may be termed consistently satisfac- 
tory. Codeine certainly, in combination 
with a strict diet, has a beneficial result. It 
may be given in }- or}- grain doses three times 
a ay at first, then less frequently. Dr. 
Mitchell Bruce thinks that opiuna or its de-. 
rivatives should not be used until the full ef- 
fect of a strict diet has been tried; but clinical 
experience goes to show that codeine can and 
ought to be given coincident with a strict 
diet; one acts as an adjuvant of the other and 
hastens the process of cure. Professor Fraser 
thinks that morphine is more effective in 
some cases than codeine. 

Salicylate of sodium is regarded with favor 
by some, especially in those cases where 
opium is contraindicated. 

In treating diabetic coma, early and thor- 
oughly purging with a large dose of calomel 
is about the best, followed by stimulents and 
doses of potass. acetas with digitalis every 
hour at first and then less frequently —Zhera-. 
peutic Gazette. 


For Diphtheria. 


M. Sig.—Apply locally as a spray to the membrane. 
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Sulfonal Poisoning. 


Stern discusses the renal lesions in this con- 
dition. An insane woman aged 70 received 1 
gramme sulfonal every evening, the dose hav- 
ing to be doubled ina month’s time. This 
was continued for more than three months, 
with —— intermissions amounting often 
to eight days. When the total amount taken 
was some 150 g. the urine showed a dark 
color due to hematoporphyrin. The drug 
was omitted at once. Fatal coma, however, 
supervened in a week’s time. The kidneys 
were of a pale red color, with smooth surface, 
and contained deposits of lime salts. These 
changes were such as might be attributed to 
advanced age, but the microscope displayed 
a very extensive necrosis of epithelium, and 
also minute hemorrhages. These minute 
changes represent atoxic nephritis, and were 
unquestionably due tothe sulphonal. There 
was a large-gall stone in the gall bladder, and 
small friable concretions in the scarred cystic 
duct. Very slight jaundice was present dur- 
ing life. The poisoning occured here, as in 
other published cases, in a woman, and after 
the prolonged use of the drug. The obstinate 
constipation, the age of the patient and the 
changes found in the myocardium no doubt 
accelerated the result. During the use of 
sulphonal the urine should be carefully ex- 
amined for albumen or formed elements, as 
when once hematoporphyrin-uria appears 
the prognosisis unfavorable. Inthe presence 
of renal disease the prolonged use of sulphonal 
‘should be resorted to with great caution.— 
Brit. Med. Journal. 


Epileptic Seizures Suspended. 
Larrabee (Southern Med. ec.) calls atten- 


‘tion to the frequent suspension of seizures 
for considerable periods under certain mental 
influences. He mentions the case of a fa- 


mous church spire painter, who worked in | 


Louisville, who was an epileptic, and yet 
could be seen any day suspended upon his 
airy platform one hundred and fi feet 
above the ground. He never had a spell 
while aloft pursuing his work, but once back 
upon terra firma he would be seized with a 
fit. So marked in this feature that treatment 
by a new physician, es ly if he be a 
celebrity, often secures a long immunity from 
the seizures. The knowledge of this fact 
should caution us against the belief in the 
full effectiveness of our therapeutic measures. 


SURGERY. 


A Word to the Busy Doctors Regardin 
Hemorrhoids. . 


In complaints of rectal troubles, make 
diagnosis before you oo waa If piles, dis- 
cover what kind, whether external or in- 
ternal; bleeding or not bleeding, protruding 
or not protruding. External, inflamed piles 
require, ina degree, the same treatment as 
internal, oy the external require an astring- 
ent which internal cannot bear. Bleeding 
piles need different treatment from those 
that do not bleed, and protruding piles spec- 
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ial treatment, especially if they resist reduc- 
tion. External piles are of two varieties: 1, 
External tags ofskin; 2, venous tumors. Ex- 
ternal tags ofskin, when inflamed, constitute 
one of the most painful varieties of piles. An 
ordinary prescription can do but little good. 
Ointments cannot be absorbed. The applica- 
tion of heat or cold is productive of more pos- 
itive results; use flaxseed poultices or cloths 
wrung out of hot water and changed often. 
If heat is unpleasant to the part, apply very 
cold water in the same way. If an instring- 
ent is necessary, make solution of sugar lead, 
bowels should be moved daily, salines as 
good asany. An injection of a quart of cold 
water will afford some relief. A radical cure 
consists in the removal of the tumor. Never 
try to push tumor inside ofthe rectum. The 
treatment of internal pilesis different from 
the class just cited. The danger from this 
class is hemorrhage or strangution; either 
may endanger life. An indiscriminate pre- 
scription of an ointment accomplishes noth- 
ing. Far better is an = pgs of cold wa- 
ter, when not protruded, an injection of cold 
water when not protruded but painful, gives 
more comfort than all the combination of 
ointments usually prescribed. If, when the 
person who is troubled with the protrusion 
of internal piles is directed to take a cold wa- 
ter injection every morning, to move the 
bowels, to bathe the pile tumor in cold water 
after an evacuation, annoint the mass with 
plain vaseline, then push it back, and under 
no circumstances to use paper as a detergent, 
much comfort will be gotten out of these di- 
rections. If internal piles both bleed and 
intrude, a little different treatment is used 

The hemorrhage must be looked to; when 

rotruding an examination can be made, and 
f no bleeding points are found the following 
will be found good: 


Vaseline ......006 eeccce 9000008 seceee 


If protruding external piles are accompan- 
ied with much pain, some complication ex- 
ists, usually ulceration. Washing with hot 
water will be found more agreeable, to be fol- 
lowed by the following laa aes which 
contributes much to relief: 


M. et Sig.: Apply after washing. Then return mass. 
At bedtime use the following suppository: 


RB 


M. Ft. sup. No.1. Sig.: Insert at bedtime. 


Itching is often mistaken for piles; if itch- 
ing is a most prominent symptom, it will 
most likely be found to be pruritis. If with 

iles we have an itching of the surrounding 
parts, the following is suggested: 
Vaseline 
Ichthyol......ccccscces eooccccce becae 

M. Sig.: Apply often. 

—Matthew’s Medical Quarterly. , 





